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committees,  shouldn't  you  have  The  Medical  Protective  Company  as  your  professional  liability 
insurer?  Call  your  local  General  Agent  for  more  information  about  how  you  can  have  more  control 
in  defense  of  your  professional  reputation. 
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Tlie  Resource  Based  Relative  Value  System  (RBRVS)  was  first  introduced  by  the  Health  Care 
Financing  Administration  (HCFA)  as  a method  to  bring  fairness  and  equity  to  the  “patchwork  and 
piecemeal”  physician  fee  scale  of  the  Medicare  program.  Organized  medicine  (eg.  American 
Medical  Association  [AMA|  etc.)  was  involved  in  the  process  of  development  and  was.  in  gener- 
al. supportive  of  the  concept. 

In  spite  of  falling  into  some  disfavor,  the  intent  of  RBRVS  was  sound.  It  brought  some  “rhyme 
and  reason”  to  the  pricing  of  medical  procedures/services  and  allowed  physicians  to  make  better 
decisions  regarding  the  adequacy  of  reimbursement  from  payors.  For  patients  and  their  third 
party  reimbursement  sources,  the  value  of  medical  care  was  easier  to  discern.  In  fact  the  AMA 
and  the  SCMA  at  its  1993  House  of  Delegates  endorsed  RBRVS  as  a valid  mechanism  for  pricing 
and  comparing  physician  fees. 

In  early  1992,  the  South  Carolina  Workers'  Compensation  Commission  (SCWCC)  made  known 
to  SCMA  staff  and  the  Occupational  Medicine  Committee  (OMC)  that  it  wanted  to  replace  its 
physician  fee  schedule  with  an  RBRVS  system.  The  SCWCC  at  first  attempted  to  remain  revenue 
neutral  in  the  change  to  RBRVS.  and  this  would  have  equated  to  a Conversion  Factor  (CF)  of 
$48.  SCMA  staff  analysis  showed  that  this  would  reduce  most  existing  fees.  Through  negotiation 
and  compromise  (SCMA  support  for  RBRVS  conversion  in  exchange  for  more  equitable  rates)  a 
CF  of  $52  was  agreed  upon.  This  results  in  an  overall  increase  of  4.1  percent  for  surgical  fees  and 
5.7  percent  for  nonsurgical  fees. 

SCMA  has  been  strongly  criticized  for  the  compromise  with  the  Workers'  Compensation  Com- 
mission and  yet  hindsight  does  not  reveal  a better  alternative.  Stubborn  wrangling  to  maintain  the 
status  quo  would  probably  not  have  been  successful  and  South  Carolina  doctors  would  have  been 
faced  with  across  the  board  rate  reductions  via  a much  lower  CF  instead  of  the  overall  eight  per- 
cent raise  they  will  enjoy. 

As  the  revolution  in  the  health  care  system  proceeds,  gains  will  result  from  our  being  proactive 
and  losses  from  being  reactive.  Disunity  and  fragmentation  amongst  physicians  will  do  further 
damage.  Small  groups  of  specialists  who  pull  away  from  organized  medicine  do  themselves  more 
harm  than  good,  even  though  majority  opinion  (as  in  this  case)  means  some  sacrifices.  Those  who 
would  benefit  from  a decline  in  physician  clout  and  innuence  are  pleased  when  small  groups  of 
doctors  go  their  own  way.  Remember  Dr.  Lonnie  Bristow's  comment  at  the  1994  Annual  meet- 
ing, “the  strength  of  the  wolf  is  in  the  pack.”  Although  everything  is  relative,  staying  with  orga- 
nized medicine  in  these  turbulent  times  will  mean  more  wins  than  losses. 
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CURRENT  CHILD  AND  ADOLESCENT 
INPATIENT  PSYCHIATRIC  TREATMENT  - 
EVOLUTION  OR  REGRESSION?* 


DONALD  J.  CAREK,  M.  D.** 
LISA  D.  HAND,  M.  D. 


Radical  changes  in  the  inpatient  psychiatric 
treatment  of  children  and  adolescents  in  recent 
years  are  evident  in  the  psychiatric  treatment 
of  children  and  adolescents  at  MUH  over  the 
past  1 7 years.  These  changes  reflect  both  an 
evolution  in  the  conceptualization  of  mental 
disorders  and  their  treatment  and  the  impact  of 
fiscal  constraints.  This  paper  will  review  the 
evolution  of  this  psychiatric  unit  and  will  out- 
line the  conceptualization  of  mental  disorders 
and  the  principles  of  treatment  that  underlie 
the  success  of  the  current  short-term  treatment 
program. 

When  the  senior  author  came  to  MUH  in 
1 976,  it  had  a lO-bed  adolescent  unit  and  an 
eight-bed  child  unit  with  emphasis  on  long- 
term (several  months  to  a year  or  longer)  inpa- 
tient treatment.  In  line  with  conceptualizations 
at  that  time,  the  aim  was  to  “cure”  the  patient 

*From  the  Department  of'  Psychiatry  and  Behavioral 
Sciences.  Medicine.  Medical  University  of  South  Car- 
olina. Charleston.  SC. 

**Address  correspondence  to  Dr.  Carek  at  the  Depart- 
ment of  Psychiatry  and  Behavioral  Sciences.  Medical 
University  of  South  Carolina.  171  Ashley  Ave.. 
Charleston.  South  Carolina  29425-0742. 


once  and  for  all.  and  future  deterioration  or 
relapse  was  viewed  as  indicative  of  failure  in 
earlier  treatment.  The  maladaptive  behaviors 
were  seen  to  be  rooted  in  immutable  patterns  of 
behavior  and  intrafamilial  interactions  that 
needed  to  be  addressed  in  extensive  individual 
and  family  therapies  lest  the  patient  revert  to 
his  previous  maladaptive,  pathological  state 
once  he  left  the  hospital.  There  also  was  a bias 
against  use  of  medication. 

With  this  approach,  the  two  inpatient  units 
treated  a total  of  approximately  30  patients  a 
year.  If  in  need  of  inpatient  care,  the  vast 
majority  of  children  and  adolescents  were  seen 
as  not  suitable  for  such  intensive/extensive 
treatment,  but  more  suitable  for  some  lesser 
palliative  measure,  e.g.  the  State  hospital  in 
Columbia. 

In  1 98 1,  MUH  moved  toward  briefer  inpa- 
tient stays  with  emphasis  on  short-term  (30-90 
days)  treatment  for  children  up  to  13  years  of 
age.'  Philosophy  of  treatment,  not  financial 
constraints,  dictated  changes  in  the  program, 
although  at  that  time  the  sparse  literature  on 
short-term  inpatient  treatment  reflected  a lack 
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ol' ciitiuisiasin  lor  (his  mode  of  trcalmciil.  Some 
inlcrcsl  lor  such  programs  was  coming  alive 
but  with  lingering  fear  lluil  they  would  not 
address  the  child’s  psychiatric  needs  and  might 
become  merely  repositories  for  ehildren  who 
were  dilTicult  to  contain  in  the  eommunity. ' 

b'rom  that  humble  start,  the  MUII  program 
slowly  evolved  into  the  short-term  treatment 
program  eurrently  in  existence.  When  tlie 
Department  of  Psychiatry  moved  into  the 
Institute  of  Psychiatry  (lOP)  in  June,  1988, 
the  child  and  adolescent  jirograms  were  inte- 
grated into  one  unit  of  21  and  ultimately  24 
inpatients  that  now  are  divided  into  three 
funetional  groups  based  on  patient  age.  The 
current  program  stands  in  dramatic  cx)ntrast  to 
the  original  with  an  average  length  of  stay 
now  of  about  two  weeks  and  with  approxi- 
mately ."^OO  patients  admitted  each  year. 

Financial  constraints  have  pushed  the  aver- 
age length  of  stay  down  to  the  14  day  level 
whereas  the  authors  think  that  the  latitude  of 
21  days  in  many  instances  would  be  prefer- 
able. Almost  every  child  or  adolescent  patient 
referred  for  admission  has  Medicaid  or  other 
third-party  payment  that  will  cover  short-term 
hospitalization.  The  rare  patient  without  any 
coverage  can  usually  be  admitted  on  Crisis 
Intervention  funds  available  through  the  local 
mental  health  center  with  whom  we  enjoy 
cooperation  in  the  care  of  patients. 

The  short  inpatient  stay  puts  the  emphasis 
where  it  belongs,  i.e.  working  on  problems  in 
vivo  as  much  as  possible.  Separation  from 
family  and  eommunity  is  minimized  and 
employed  as  a means  of  acute  stabilization 
and  regrouping  of  strengths.  It  is  an  opportu- 
nity to  relieve  unbearable  tensions,  to  step 
back  briefly  to  assess  the  problems  at  hand, 
and  to  address  the  acute  situation.  Those  who 
lament  the  times  when  long-term  hospitaliza- 
tion held  sway  tend  to  forget  the  short  side  of 
those  days.  One  year  isolated  from  their  natu- 
ral environments  through  psychiatric  hospi- 
talization presents  many  problems,  and  the 
fact  is  that  reintegration  of  these  children 
back  into  their  communities  often  did  not 
proceed  smoothly  if  at  all.  There  was  also  a 


tendency  to  restrict  contacts  with  the  t'amily 
under  the  assumption  that  child  and  parents 
needed  to  work  out  their  problems  separately 
before  reuniting  them. 

Ihe  oft-predieted  “revolving  door"  treat- 
ment with  repeated  admissions  I'or  any  given 
patient  has  not  materialized.  Some  are  read- 
mitted, even  several  times.  Not  only  are  they 
in  the  minority,  but  on  second,  third  or  even 
fourth  admission,  the  child  usually  looks  to  be 
functioning  at  a higher  level  than  on  his  previ- 
ous admission  so  that  he  and  the  staff  are  able 
to  capitalize  on  gains  that  have  been  made  in 
previous  treatment.  It  appears  that  in  the  inpa- 
tient treatment  of  children  and  adolescents,  as 
has  been  true  with  adult  psychiatric  patients, 
the  cumulative  total  length  of  hospitalization 
with  short-term  treatment  tends  to  be  shorter 
than  that  of  one  long-term  admission. 

Comfort  with  repeated  short-term  hospital- 
ization has  been  enhanced  by  recent,  more 
realistic,  views  of  mental  illness.  So  often 
those  with  serious  disorders  have  a chronic 
condition  that  is  likely  to  wax  and  wane  over 
time.  Therefore,  it  is  more  realistic  to  think  of 
effective  treatment  for  the  moment  and  devel- 
opment of  long-range  outpatient  treatment 
that  addresses  vulnerabilities  that  may  make 
the  patient  prone  to  future  decompensations. 

The  above  also  gt)es  along  with  acceptance 
of  relief  of  symptoms  as  a legitimate  gauge  of 
clinical  improvement.  With  children  and  ado- 
lescents. their  symptomatic  changes  involve 
diminished  disruptive  behavior  and  an 
increase  in  more  age  appropriate  behavior. 
Too  often  those  wedded  to  models  that  under- 
lie long-term  treatments  have  been  inclined  to 
scoff  at  emergence  of  these  improved  behav- 
iors as  a "tJight  into  health"  that  is  likely  to 
crash  land.  .Such  conclusions  are  likely  to  find 
their  basis  in  theoretical  biases  for  which 
there  is  no  clinical  evidence.  The  current 
approach  is  not  one  engendered  by  abstract 
philosophical  bent  but  one  grounded  in  clini- 
cal experience.  Accordingly,  the  authors 
have  derived  some  sense  of  confidence  in  the 
evolution  of  the  program  which  is  based  on 
principles  derived  from  current  understanding 
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of  mental  disorders  and  their  treatment. 

Patients  come  for  admission  due  to  an  acute 
crisis  or  they  find  themselves  in  tlie  acute  cri- 
sis generated  by  admission.  In  line  with 
Caplan's  conceptualization/  this  crisis  is  a 
transitional  period  in  which  there  is  a disequi- 
librium that  makes  the  individual  more  ready 
for  change  and  thereby  likely  to  be  more 
responsive  to  interventions  that  promote 
healthful  change.  If  substantial  improvement 
is  to  occur,  this  not  only  is  the  ideal  time,  but 
the  only  time,  ripe  for  therapeutic  interven- 
tions. This  period  of  crisis  is  likely  to  he  a 
brief  interlude  in  the  old  maladaptive  way 
that  led  to  admission  unless  the  child  and 
family  are  introduced  into  a different,  more 
adaptive,  manner  of  coping  with  their  stress- 
e.s/problems.  One  can  anticipate  that  if  left  to 
their  own  devices,  they  are  likely  to  settle 
quickly  into  their  old  ways  of  coping. 
Accordingly,  if  change  is  to  be  effected,  the 
more  adaptive  means  of  coping  need  to  be 
initiated  in  this  early  period  of  hospitaliza- 
tion. If  problems  in  coping  persist  beyond  this 
point,  they  are  likely  to  be  related  to  charac- 
terological  issues,  and  the  child  may  be  a 
more  appropriate  candidate  for  residential 
treatment  that  allows  for  the  child  to  have 
patterning  experiences  that  promote  more 
mature  personality  development. 

The  aim  in  that  brief  interlude  described 
above  is  twofold,  mobilization  of  affect  and 
promotion  of  more  adaptive  means  of  coping. 
There  initially  is  the  mobilization  of  affect. 
The  child  or  adolescent  who  comes  for  admis- 
sion frequently  manifests  a Disruptive  Behav- 
ior Disorder  in  which  he  defends  against 
affect  with  externalization  and  maladaptive 
behaviors.  In  the  process,  he  remains  relative- 
ly oblivious  of  feelings  (ordinarily  anxiety  or 
depression)  because  he  finds  them  to  be  unac- 
ceptable. If  he  cannot  experience  these  emo- 
tions, he  also  is  likely  to  avoid  dealing  with 
associated  issues  as  the  affect  tends  to  be  the 
gatekeeper  to  those  concerns.^  The  primary 
task  is  to  help  the  patient  appreciate  that  his 
problem  does  not  rest  primarily  in  the  issues 
that  confront  him  but  what  he  does  to  avoid 


the  affect  associated  with  the  issues.  Eor 
example,  only  after  he  lifts  the  mask  of  anger 
and  the  facade  of  bravado  is  he  able  to  experi- 
ence the  anxiety  and  feelings  of  insecurity  and 
to  let  himself  be  supported  to  address  the  very 
real  issues,  be  they  developmental  or  interper- 
sonal. that  generate  those  feelings. 

This  mobilization  of  affect  is  really  the  first 
step  in  any  successful  therapy  geared  toward 
helping  the  patient  become  more  aware  of  him- 
self so  as  to  act  more  reasonably.  If  the  child/ado- 
lescent can  become  tolerant  of  the  painful  feel- 
ings he  has  been  avoiding,  he  lays  the  ground- 
work to  address  contlicts  in  a manner  that  is 
more  likely  to  result  in  behavioral  changes. 

The  primary  focus  then  in  hospitalization  is 
not  on  resolution  of  conflicts  but  in  helping 
the  child/adolescent  to  develop  greater  capac- 
ity to  address  conflict.  An  illustration  of  a rel- 
atively successful  hospital  stay  is  seen  in  the 
treatment  of  eight-year-old  John  who  came  to 
the  hospital  because  of  markedly  disruptive 
behavior  at  school  and  in  his  adoptive  home. 
His  adoptive  parents  were  at  a loss  in  dealing 
with  him  as  they  felt  there  was  no  way  of  get- 
ting him  to  do  what  was  expected.  They  ques- 
tioned whether  he  ever  had  bonded  with 
them.  John  proved  to  be  very  much  closed 
emotionally,  but  he  engaged  in  many  inter- 
personal skirmishes  that  allowed  him  to  avoid 
feelings  of  anxiety  and  dysphoria.  During  his 
17-day  hospital  stay,  emphasis  was  on  help- 
ing him  tolerate  the  emergence  of  these  feel- 
ings. His  improvement  was  reflected  in  his 
subsequent  early  outpatient  visits.  His  mother 
reported  that  John  had  for  the  first  time  come 
to  their  room  at  night  fearful  and  crying.  She 
really  felt  elated  because  she  now  felt  some 
connection  with  him  and  moved  to  comfort 
and  support  him.  The  diminution  of  his  dis- 
ruptive behavior  also  broke  down  the  barriers 
between  them. 

The  second  aim  in  this  time  of  crisis  is  the 
promotion  of  more  adaptive  means  of  coping. 
Obviously,  mobilization  of  affect  to  address 
feelings  goes  hand  in  hand  with  developing 
more  adaptive  means  of  coping.  The  two  are 
intertwined  in  the  various  features  of  the  pro- 
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gram  and  bolh  are  emphasi/ed  inlensively 
during  the  brici  liospilali/alion.  Il  is  (lie  devcl- 
opmenl  of  a higidy  slriietiired  program  lhal 
has  allowed  lor  elTeelive  intervenlions.  The 
traditional  aeeredited  sehool.  oeeiipational 
therapy  and  reereation  therapy  eomponents 
have  narrowed  their  foeiis  to  target  speeifie 
shared  goals  for  any  given  patient  over  the 
short  stay.  Haeh  age  group  of  seven  to  nine 
patients  has  a tightly  knit  nursing  team  that  is 
under  the  direction  of  a masters  level  nurse  in 
eonjunetion  with  the  team’s  attending  psyehi- 
atrist,  social  worker,  psychologist,  and 
trainees.  The  key  to  elTeelive  intervention  is 
efficient  coordination  of  the  efforts  of  many 
highly  skilled  professionals  toward  a limited 
number  of  realistic  goals.  The  unit  prides 
itself  on  developing  adaptive  coping  strategies 
with  a “seize  each  opportunity”  philosophy. 

What  about  the  use  of  medication  ? While 
ultimate  development  of  more  adaptive  skills 
remains  the  desirable  goal,  medications  offer 
much  in  many  instances  to  help  the  child  or 
adolescent  settle  down  and  become  more 
responsive  to  psychotherapeutic  and  educa- 
tional interventions.  Stimulants  for  ADHD 
aspects  of  the  patient's  dysfunction  and  the 
tricyclic  antidepressants  for  the  anxious  and 
depressed  features  are  frequently  employed. 
The  faculty's  child  psyehiatrist-psychophar- 
macologist-researcher  is  frequently  consulted 
with  complex  eases. 

Reservations  about  post-discharge  expecta- 
tions are  fueled  by  disbelief  that  something 
other  than  a superficial  assessment  can  be 
attained  in  a short  hospital  stay.  Doubts  that 
the  child  can  maintain  change  when  sent  back 
into  his  “pathological”  environment  reflect  a 
focus  on  only  the  pathological  in  families  and 
not  the  strengths  that  also  are  usually  present. 
With  emphasis  on  modeling  mature  interac- 
tions with  the  patients,  caregivers  are  expect- 
ed to  be  active  in  the  treatment  process  in 
both  family  therapy  and  in  unit  “on  the  job 
training”  interventions.  In  addition,  inpatient 
changes  often  facilitate  change  in  the  other 
aspects  of  the  family  system  as  well.  As  in 
the  example  cited  earlier,  more  open  and 


more  direct  eommuniealion  often  finds  rceip- 
rocalion  in  more  supportive  reception. 

'Hiere  is  the  basic  assumption  of  the  program 
lhal  il  is  developing  and  initialing  a treatment 
plan  which  includes  the  family  and  that  will  be 
gradually  carried  through  to  completion,  usual- 
ly on  an  outpatient  basis.  T his  is  held  so  firmly 
that  oulpalienl  services  have  been  structured 
with  priority  given  to  follow  up  treatment  of 
inpatients  not  .served  elsewhere. 

CONCLUSIONS 

The  authors  arc  confident  lhal  the  model  of 
inpatient  child  and  adolescent  psychiatric 
treatment  described  herein  is  well  suited  to 
handle  the  vast  majority  of  patients  in  need  of 
hospitalization.  The  progression  from  treating 
30  patients  a year  to  300  is  seen  as  a progres- 
sive and  not  regressive  move.  The  MUH  pro- 
gram thereby  tends  to  patients  its  psychia- 
trists never  would  have  seen  17  years  ago  and 
in  most  instances  has  demonstrated  that  child 
and  adolescent  psychiatry  has  much  to  offer 
in  the  management  of  very  difficult  children. 
For  the  most  part,  it  has  also  allowed  for  psy- 
chiatric intervention  in  a less  disruptive  fash- 
ion— in  a hospital  setting  in  the  patient’s 
community,  with  the  child  or  adolescent 
quickly  returning  home  if  at  all  possible  or  to 
other  placement  setting  in  the  community.  It 
also  has  pressured  for  emphasis  on  longer 
term  psychiatric  treatment  on  an  outpatient 
basis  with  the  child  and  adolescent  supported 
psychiatrieally  in  the  natural  setting  of  home, 
sehool  and  community  at  large,  not  in  pro- 
longed isolation  in  a hospital  setting.  “) 
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GAMETE  AND  ZYGOTE  INTRAEALLOPIAN 
TRANSFER 

GARY  HOLTZ,  M.  D.* 


Initially  reported  in  I9S4,'  gamete  intrafallop- 
ian  transfer  (GIFT)  more  elosely  mimies  the 
natural  events  whieh  oeeiir  during  the  estab- 
lishment of  a pregnancy  than  does  in  vitro 
fertilization  and  embryo  transfer  (IVF/ET).  In 
general,  this  procedure  produces  a greater 
pregnancy  rate  and  one  which  is  impaired  to  a 
lesser  degree  by  advancing  female  age  than  is 
that  of  IVE/ET.' 

As  with  the  latter,  ovarian  hyperstimulation 
is  achieved  with  human  menopausal  gona- 
dotropins (HMG)  and  monitored  on  an  outpa- 
tient basis  with  vaginal  ultrasonography  and 
serum  estradiol  determinations.  Often  an 
ERH  analog  is  employed  in  conjunction  with 
the  stimulation  efforts.  Oocyte  maturation  is 
completed  following  administration  of  human 
chorionic  gonadotropin  (hCG)  and  ovum 
retrieval  is  performed  32-36  hours  later  via 
either  a transvaginal  ultrasound-directed 
approach  or  laparoscopically.  Semen  process- 
ing is  performed  immediately  prior  to  the 
retrieval  in  an  effort  to  concentrate  a highly 
motile  fraction  which  is  free  of  debris,  semi- 
nal plasma  and  bacteria.  One  fallopian  tube  is 
usually  cannulated  via  the  laparoscope  and  a 
predetermined  number  of  ova  (three  to  seven) 
and  sperm  (50,000-200,000  progressively 
motile)  are  injected  into  the  ampulla.  Eertiliza- 
tion  therefore  occurs  at  the  natural  site.  Culdo- 
scopic  and  transcervical  cannulation  tech- 
niques have  also  been  employed.  To  date,  the 
latter  has  been  reported  to  produce  lower  suc- 
eess  rates  than  does  laparoscopic  cannulation 
through  the  distal  tubal  ostia. 

Not  infrequently  peritoneal  adhesions,  fim- 
brial  agglutination  or  endometriosis  are  treat- 
ed concurrently;  this  therapy  does  not 
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adversely  affect  the  efficacy  of  the  GIFT  pro- 
cedure. Additional  hormonal  support  (proges- 
terone or  hCG)  is  administered  subsequent  to 
the  transfer  in  an  effort  to  increase  the  oppor- 
tunity for  implantation. 

MECHANISMS  OF  GIFT 

GIFT  increases  the  pregnancy  rate  only  dur- 
ing the  treatment  cycle.  Its  impact  is  thought 
to  be  due  to  the  increa.sed  number  of  gametes 
placed  within  the  fallopian  tube,  possible 
selection  of  the  best  quality  gametes,  and 
through  insuring  that  these  are  transferred  to 
the  optimal  site  for  fertilization. 

For  GIFT  or  zygote  intrafallopian  transfer 
(ZIFT)  to  be  considered,  at  least  one  fallopian 
tube  must  be  reasonably  normal  in  its  appear- 
ance and  patent.  It  must  also  be  possible  to 
successfully  cannulate  the  tube.  A patent  fal- 
lopian tube  which  is  not  mobile  due  to  adhe- 
sions, or  one  with  severe  convolution,  does 
not  allow  adequate  cannulation  via  the 
laparoscope  and  has  generally  been  a con- 
traindication to  intrafallopian  deposition  of 
gametes  or  pre-embryos. 

PROGNOSTIC  FACTORS 

Candidates  for  GIFT  include  those  with  unex- 
plained infertility,  endometriosis,  failed  donor 
insemination,  cervical  factor  infertility,  peri- 
toneal adhesions,  male  autoimmunity,  ovula- 
tory dysfunction  and  donor  oocyte  recipients. 
Also  potential  candidates  are  those  with  mild 
male  factor  infertility,  those  with  tubal  factor 
infertility  with  good  prognostic  indicators 
(and  an  acceptably  low  risk  for  ectopic  gesta- 
tion), and  couples  in  which  the  female  is  pos- 
itive for  relatively  low  titers  of  antisperm 
antibodies.  To  a large  degree  such  patients  are 
also  candidates  for  ovarian  hyperstimu- 
lation/intrauterine insemination  (OHS/IUI). 
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Success  rale,  cosl,  paliciil  age,  psychological 
laclors  and  number  of  previous  failed 
OllS/IUI  eycles  all  influence  decisions  as  to 
which  irealment  modality  is  appropriate. 

In  1991  the  average  rate  of  deliveries/ 
retrievals  for  CdPT  proeedures  iierformed  in 
the  United  States  was  26.5  pereent.  However, 
numerous  faetors  influenee  the  success  rate 
for  (ilFT,  ineluding  diagnosis,  number  of  ova 
transferred  and  the  woman's  (or  egg  donor’s) 
age.  Overall  pregnaney  rates  vary  from  50 
pereent  to  20  pereent  per  completed  eyele, 
depending  on  diagnosis  (Table  I ).  An  r)verall 
pregnaney  rate  per  completed  eyele  of  4S  per- 
eent has  been  achieved  at  the  Southeastern 
Fertility  Center  in  patients  36  years  of  age  or 
younger  with  a diagnosis  of  cervical  factor, 
endometriosis,  ovulatory  dysfunction,  failed 
donor  insemination  and  unexplained  infertili- 
ty. The  number  of  ova  transferred  also  signifi- 
cantly inlluenees  the  sueeess  rate  when  con- 
trolled for  patient  age  and  diagnosis. 
Increased  numbers  of  ova  can  be  utilized  to 
compensate  for  impaired  prognosis  without 
increasing  unacceptably  the  risk  of  multiple 
gestation.^  As  a consequence,  we  routinely 
advocate  the  use  of  larger  numbers  of  ova 
when  treating  patients  with  male  factor  infer- 
tility, those  employing  cryopreserved  donor 
sperm,  and  those  of  advanced  age.  Depth  of 
tubal  cannulation  is  also  thought  to  have  a 
marked  impact  on  success  rate.  Cannulations 
of  <3  cms.  depth  have  been  documented  to 
produce  a significantly  lower  pregnancy  rate 
when  controlled  for  other  variables.'^  The  use 
of  mature  or  intermediate  stage  ova  seems  to 
have  no  significant  impact  on  success.  How- 
ever, the  use  of  immature  ova  has  generally 
not  been  effective. 

Controversy  exists  regarding  whether  or  not 
the  opportunity  for  a successful  GIFT  proce- 
dure is  uniform  in  consecutive  attempts.  First 
cycles  seem  to  enjoy  a somewhat  greater 
pregnancy  rate  than  do  subsequent  ones  in 
our  experience.  It  is  also  unknown  whether  or 
not  a previous  successful  cycle  is  indicative 
of  a superior  prognosis  for  future  procedures, 
although  this  is  probably  so.  Previous  failed 
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l AHEF  I 

OVERALL  (HI  I PRLCiNANCV  RAI  LS 

BY  I)IA(;N0S1S^ 

Ovulatory  Dysfunction 

48% 

Egg  Donor  Recipient 

50% 

Endometriosis 

44%' 

Failed  Donor  Insemination 

44%r 

Cervical  Factor 

44% 

Unexplained  Infertility 

43% 

Peritoneal  Adhesions 

42%r 

Tubal  Faetor 

3 1 % 

Male  Faetor 

24%. 

Immunologic 

2 1 % 

Vasectomy  Reversal 

0% 

*SEFC,  November,  1987  to  June,  1993,  466 
eases. 

treatment  with  OHS/I UI  has  no  impact  on  the 
incidence  of  success  with  GIFT.^ 


RISKS  OF  GIFT 

The  incidence  of  multiple  gestation  in  preg- 
nancies established  with  GIFT  is  increased; 
most  programs  report  viable  multiple  gesta- 
tion rates  of  <30  percent.-  However,  it  is  very 
much  dependent  on  the  number  of  ova  trans- 
ferred, female  age  and  diagnosis.  The  ability 
to  control  the  number  of  ova  utilized  can 
actually  reduce  the  risk  of  multiple  pregnancy 
for  some  patients  with  ovulatory  defects  who 
otherwise  overstimulate  and  ovulate  exces- 
sive numbers  of  ova.  Couples  should  be 
counseled  regarding  the  converse  risks  of 
failure  and  multiple  gestation,  and  the  impact 
that  variable  egg  numbers  have  on  these.  The 
risk  of  ectopic  pregnancy  is  not  significantly 
increased  over  that  in  the  general  population. 
Clearly,  patients  with  a history  of  pel\  ic 
infection,  tubal  gestation,  and  tubal  recon- 
structive surgery  have  an  increased  risk; 
patients  with  a history  of  intrauterine  DES 
exposure  or  anomalous  fallopian  tubes  may 
be  at  increased  risk.  Many  authors  have  con- 
sidered prior  tubal  reconstructive  surgery  or 
ectopic  pregnancy  a contraindication  to  GIFT 
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because  of  this;  however,  the  viable  pregnan- 
cy rate  achieved  in  selected  patients  may  still 
be  equivalent  or  superior  to  that  generally 
obtained  with  IVF/ET.  We  reported  a 23  per- 
cent live  birth  rate/conipleted  cycle  in  such  a 
group  when  they  had  no  additional  male  or 
immunologic  factors  present.  The  clinical 
ectopic  pregnancy  rate  was  12  percent. 
(Approximately  5.5  percent  of  pregnancies 
achieved  through  IVF  are  extrauterine.A 
Moreover,  some  patients  may  enjoy  signifi- 
cantly better  insurance  coverage  for  GIFT 
than  for  IVF/ET.  The  incidence  of  clinical 
miscarriage  (13  percent)  and  of  biochemical 
pregnancy  (II  percent)  in  our  series  of  over 
450  completed  GIET  cycles  is  typical  of  that 
reported,  and  minimally  increased  over  that 
in  the  general  population. 

ZYGOTE  INTRAFALLOPIAN  TRANSFER 

The  development  of  tubal  transfer  procedures 
following  in  vitro  fertilization,  collectively 
referred  to  as  zygote  intrafallopian  transfer 
(ZIET).  arose  from  the  observation  that  GIFT 
seemed  to  provide  a higher  pregnancy  rate 
than  did  IVF/ET.  The  tubal  environment  may 
be  preferable  for  gametes  and  early  stage 
preimplantation  embryos;  a number  of  unique 
growth  factors  are  produced  by  cells  lining 
the  fallopian  tube.  Additionally,  transfer  into 
the  fallopian  tube  may  offer  a superior  oppor- 
tunity for  embryo  retention  as  compared  to 
transcervical  transfer  into  the  uterine  cavity. 
ZIET  may  be  broken  down  into  transfer  of 
pronuclear  stage  oocytes  (FROST),  or  trans- 
fer of  cleavage  stage  embryos  (TET). 

Indications  for  ZIET  include  the  presence 
of  high  levels  of  antisperm  antibodies  in  the 
female,  significant  male  factor  infertility, 
male  autoimmunity,  repeated  unsuccessful 
GIFT  procedures,  and  when  donor  ova  are 
being  employed.''  In  the  first  situation,  donor 
serum  is  used  in  the  culture  media,  substan- 
tially reducing  the  levels  of  antisperm  anti- 
bodies that  sperm  are  confronted  with.  Fertil- 
ized oocytes  or  early  preimplantation 
embryos  are  also  thought  less  likely  to  be 
impaired  by  sperm  antibodies  present  in  the 


female  reproductive  tract.  The  use  of  in  vitro 
fertilization  also  permits  insemination  of 
large  numbers  of  ova  in  situations  in  which 
impaired  rates  of  fertilization  may  be  antici- 
pated, such  as  with  significant  male  factor 
infertility.  Similarly,  micromanipulation  pro- 
cedures may  be  performed,  enhancing  fertil- 
ization rates.  Excessive  numbers  of  pre- 
embryos may  be  frozen  for  later  use,  should 
they  be  generated.  It  further  allows  documen- 
tation of  whether  fertilization  occurs,  which 
may  be  of  prognostic  importance.  The  latter 
can  also  be  accomplished  by  performing 
GIFT  and  utilizing  extra  ova  for  IVF.  ZIET 
may  be  preferred  to  GIFT  when  employing 
anonymously  donated  ova  as  it  facilitates 
keeping  the  donor  and  recipient  physically 
separated  as  egg  retrieval  and  embryo  transfer 
occur  on  different  days.  Post-thaw  cryopre- 
served  embryos  may  also  be  transferred  into 
the  fallopian  lube.  This  approach  may  confer 
a better  chance  of  implantation  than  does 
transfer  into  the  uterine  cavity. 

Contraindications  to,  and  risks  of  ZIET  are 
similar  to  those  of  GIFT.  Pregnancy  and 
implantation  rates  for  ZIET  are  generally 
reported  as  less  than  those  for  GIFT  and 
superior  to  those  for  in  vitro  fertilization  with 
intrauterine  embryo  transfer.-  Flowever,  some 
programs  have  failed  to  note  the  latter  dispar- 
ity. Pregnancy  rates  are  influenced  by  number 
and  quality  of  embryos  transferred,  and  by 
patient  (and/or  egg  donor)  age.  Diagnosis  is 
of  importance  only  as  it  impacts  fertilization 
rates.  ZIET  is  unacceptable  to  a small  number 
of  couples  because  of  religious  or  moral  con- 
flicts with  the  use  of  pre-embryos. 

TRANSCERVICAL  PROCEDURES 

A number  of  programs,  including  our  own. 
have  successfully  performed  transcervical 
GIFT  and/or  ZIET  procedures.  Although  tran- 
scervical transfers  can  be  accomplished  uti- 
lizing the  hysteroscope  to  aid  in  cannulation. 
most  such  procedures  have  been  performed 
with  tactile  or  ultrasound  controlled  passage 
of  the  Jansen-Anderson  catheter  system.'"  The 
advantages  of  avoiding  an  endoscopic  or 
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miiii-laparoloiiiy  iraiisl'er  procedure  are  obvi- 
ous and  include  reduced  surgical  and  anes- 
llielic  risks,  discoml'orl  and  cost.  It  remains  to 
be  determined,  however,  whether  or  not  there 
will  be  a substantial  reduction  in  the  success 
rate  obtained  with  transcervical  intratubal 
transrer  proeetiures.  Our  initial  experience  is 
encouraging;  no  significant  difference  in 
embryo  implantation  rates  was  noted  for 
7dbT  procedures  as  performed  via  transeervi- 
cal  or  laparoscopic  techniques.  Transcervieal 
transfer  also  allows  successful  utilization  of 
the  fallopian  tube  in  patients  who  have  signif- 
icant peritoneal  adhesions  impairing  eannula- 
tion  through  the  fimbriated  end  of  the  tube. 

MINIMAL  STIMULATION 

There  is  considerable  interest  in  the  use  of 
unstimulated  or  minimally  stimulated  cycles 
for  IVF.  These  reduce  cost,  monitoring 
demands  on  the  patient  and  risk  of  multiple 
pregnancy,  as  lesser  numbers  of  ova  and 
therefore  embryos  are  available.  An  overall 
pregnancy  rate  of  36  percent/retrieval  has 
been  achieved  at  the  Southeastern  Fertility 
Center  when  performing  minimal  stimulation 
IVF/ET.  There  may  be  some  potential  appli- 
cations with  ZIFT;  however,  with  GIFT  it  is 
difficult  to  compensate  for  impaired  egg 
maturity,  therefore  requiring  more  aggressive 
stimulation  protocols.  □ 
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CHRONIC  NAUSEA  AND  VOMITING:  A CASE 
REPORT 

LESA  BETHEA,  M.  D.* 


The  purpose  of  this  article  is  to  report  a case  of 
chronic  nausea  and  vomiting  that,  on  investi- 
gation, was  found  to  have  an  unusual  etiology. 

CASE  REPORT 

The  patient,  a 36-year-old  black  female,  was 
in  her  usual  state  of  health  until  she  presented 
to  the  Family  Practice  Center  of  Richland 
Memorial  Hospital  approximately  one  year 
and  six  months  prior  to  admission.  Her  chief 
complaint  at  that  time  was  heaviness  in  the 
chest  Just  below  the  rib  cage  for  several  days. 
She  described  the  pain  as  a pressure-like  sen- 
sation without  radiation,  which  occurred  at 
rest,  relieved  somewhat  by  ibuprofen 
(Motrin®).  The  pain  was  constant  without 
relation  to  exertion  or  meals.  She  also  com- 
plained of  frequent  belching  and  early  satiety. 
She  denied  cardiac  risk  factors  including 
cigarette  smoking,  hypertension,  diabetes  or 
family  history  of  heart  disease.  Her  only  med- 
ication at  that  time  was  penicillin,  which  she 
was  taking  for  a recently  diagnosed  strep 
pharyngitis.  She  weighed  138.5  pounds; 
blood  pressure  was  1 10/74.  Physical  exam  at 
that  time  was  unremarkable.  EKG  revealed  a 
normal  sinus  rhythm  at  a rate  of  70.  Chest  x- 
ray  was  normal.  The  diagnosis  was  non-car- 
diac chest  pain.  She  was  instructed  to  take  an 
antacid  as  needed  and  follow-up  if  her  symp- 
toms recurred  or  worsened. 

She  was  next  .seen  in  the  Richland  Memorial 
Hospital  emergency  room  three  months  prior 
to  admission  with  complaints  of  intermittent 
nausea  and  vomiting  and  not  feeling  well.  The 
patient  also  complained  of  weight  loss  and 
slight  dizziness.  She  denied  abdominal  pain, 

*Department  of  Family  and  Preventive  Medicine,  Uni- 
versity of  South  Carolina  School  of  Medicine  and  Rich- 
land Memorial  Hospital,  6 Richland  Medical  Park. 
Columbia,  South  Carolina  29203. 


fever,  vaginal  discharge  or  symptoms  of  uri- 
nary tract  infection.  Vital  signs  98.3;  69;  16; 
118/78.  Physical  exam  was  unremarkable. 
White  count  was  5,600.  Her  hemoglobin  was 
normal  as  was  an  electrolyte  panel  and  urinal- 
ysis. A urine  pregnancy  test  was  negative. 
Her  diagnosis  by  the  ER  physician  was  mild 
dehydration,  probable  gastroesophageal 
reflux  and  gastroenteritis.  She  was  given  a 
liter  of  an  electrolyte  drink  (Gatorade®),  which 
she  drank  in  the  ER,  and  a prescription  for 
ranitidine  (Zantac®)  15()mg  po  bid  x 2 weeks. 

The  patient  returned  to  the  ER  the  next  day 
complaining  of  continued  nausea  and  vomit- 
ing. History  revealed  a 10-11  pound  weight 
loss  over  one  month  with  decreased  appetite. 
Vitals:  98.2;  98;  18;  110/71.  Physical  exam 
was  unremarkable.  The  diagnoses  were  viral 
illness,  fatigue,  and  vomiting.  She  was  given 
promethazine  (Phenergan®)  25mg  IM  and  told 
to  continue  her  other  medications. 

She  was  seen  four  days  later  in  Family 
Practice  with  digestive  problems  for  about 
one  month  including  a lot  of  belching  but  no 
real  pain.  She  denied  alcohol  or  cigarette  use. 
but  stated  she  had  been  under  a lot  of  stress. 
Vitals:  90/70;  80;  98.0;  weight  129  pounds. 
Physical  exam  was  normal.  Her  diagnosis 
was  epigastric  discomfort,  indigestive  type 
symptoms.  She  was  scheduled  for  an  upper 
gastrointestinal  barium  study  with  small 
bowel  follow  through  (Upper  GI  with  SBFT), 
which  showed  only  a few  diverticula  involv- 
ing the  small  bowel  without  evidence  of  ulcer 
disease. 

She  was  .seen  two  weeks  later  for  follow-up, 
at  which  time  she  gave  a one-month  history  of 
nausea,  vomiting,  weight  loss  and  diarrhea. 
She  stated  the  Zantac®  she  had  been  placed  on 
helped  a little  with  her  .symptoms  and  she  had 
stopped  taking  the  Phenergan®  because  her 
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nausea  had  icsolvetl.  Vilals;  100/62;  lioighl: 
64.5";  weight  130  Ihs.  Idiysieal  exam  was  nor- 
mal; die  stool  was  heme-negative.  A SMAC’ 
and  a C'BC  were  ordered,  d'he  SMAC  was 
normal  exeept  lor  a slightly  low  LDII  at  104 
ii/l.  A ('BC  revealed  a white  eonnt  of  3,500 
with  a normal  tIilTerential.  Her  hemoglobin 
was  I 1 .4  gm/dl.  The  rest  ol’  the  CBC  was  nor- 
mal. Stool  studies  showed  rare  white  blood 
eells  and  mixed  morphology  baeteria.  ()  & B 
was  negative,  as  was  eulture  for  salmonella, 
shigella,  yersinia  and  eampylobaeter.  A flexi- 
ble sigmoidoseopy  was  seheduled.  Diagnoses 
were  nausea,  vomiting  and  diarrhea  of  unelear 
etiology. 

Ten  days  later  a eounselor  for  the  Employee 
Assistanee  Program  at  Riehland  Memorial 
Hospital  spoke  with  the  patient’s  physieian. 
She  stated  that  she  had  been  seeing  the 
patient  beeause  of  job  diffieulties,  and  wanted 
to  report  that  the  patient  had  been  having 
some  unusual  symptoms  sueh  as  staring  into 
spaee,  losing  time  and  a feeling  of  wading 
through  water.  She  was  wondering  if  there 
might  be  something  physieal  going  on.  The 
physieian  assured  her  it  would  be  addressed 
at  the  patient’s  next  visit. 

The  patient  was  seen  the  next  day  with  a 
ehief  eomplaint  of  headaehes  off  and  on  for  a 
eouple  of  months,  assoeiated  with  vomiting. 
She  denied  abdominal  pain,  but  continued  to 
complain  of  frequent  belching.  She  also  com- 
plained of  increasing  fatigue  and  forgetful- 
ness. She  stated  her  husband  had  noted  a 
change  in  her  behavior  and  activity  level.  She 
denied  a history  of  mental  illness  or  halluei- 
nations.  Vitals;  100/70;  78;  97.9;  weight  130 
lbs.  Neurological  exam  was  normal  as  was 
the  rest  of  her  exam.  Her  diagnosis  at  that 
time  was  headaches  with  vomiting.  The  com- 
ment was  made  that  the  history  was  confus- 
ing. The  patient  was  told  to  keep  a record  of 
her  headaehes  and  associated  symptoms  as 
well  as  a list  of  foods.  She  was  to  return  with 
her  husband  for  follow-up.  Consideration  was 
given  to  doing  an  abdominal  ultrasound. 

The  patient  was  seen  nine  days  later  with 
continued  nausea  and  vomiting.  She  also  was 


complaining  of  problems  at  work.  The  patient 
tlenied  being  depressed  or  having  difficulty 
with  sleep.  She  again  complained  of  weight 
loss  because  she  was  afraid  to  eat,  due  to  nau- 
sea and  vomiting.  She  also  again  complained 
of  headaches  every  other  day  ami  occasional 
diarrhea.  She  denied  any  blood  loss.  Vitals; 
110/66;  72;  98.4;  height  65.5";  weight  130 
lbs.  (down  8.5  pounds  from  July,  1992).  Her 
physieal  exam  was  remarkable  for  a flat 
affect  and  mild  diffuse  abdominal  tenderness. 
4'he  diagnosis  at  that  time  was  chronic  nausea 
of  unelear  etiology.  She  was  referred  to  the 
gastroenterology  department,  where  a 
colonoscopy  and  EGD  were  performed  to 
rule  out  inflammatory  bowel  disease  because 
of  white  cells  in  the  stool.  A gastric  emptying 
study  was  negative,  as  was  an  abdominal 
ultrasound.  B|2'  folate,  iron  studies  and  a 
hemoglobin  electrophoresis  were  done  to 
evaluate  her  anemia.  Thyroid  function  studies 
were  ordered  to  rule  out  hypothyroidism. 
ANA,  RF,  SM,  RNP,  Scleroderma, 
Sjorgren’s,  DS  DNA  and  Centromere  anti- 
bodies were  ordered  because  of  a history  of 
possible  Raynaud’s  phenomenon.  Her  reticu- 
locyte count  was  low  at  0.3,  hemoglobin  was 
normal  at  12.0  gm/dl,  ferritin  high  at  2 1 1 
ng/ml,  ANA  1:80,  RNP  > 100,  haptoglobin 
high  at  180  mg/dl.  All  other  levels  were  nor- 
mal. The  assessment  of  the  gastroenterologist 
was  possible  gastroesophageal  retJux  and  the 
patient  was  placed  on  omeprazole  (Prilosec®). 
She  was  refeiTed  back  to  the  Family  Practice 
Department  for  further  evaluation  of  persis- 
tent headaches. 

The  patient  was  seen  the  day  of  admission 
for  continued  nausea,  vomiting  and 
headaches.  A gadolinium-enhanced  MRl  and 
CT  of  head  was  ordered  which  revealed  a 6 x 
6x5  inch  mass  (Figures  1 and  2).  The  mass 
was  excised  the  next  day  by  neurosurgery  and 
pathology  revealed  a fibrous  meningioma. 

At  follow-up  approximately  one  month 
later,  the  patient  still  had  intermittent 
headaches  relieved  by  acetaminophen 
(Tylenol®).  She  also  complained  of  some 
weakness  of  the  left  hand.  Her  exam  was 
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Figure  1.  MRl  scan  showing  frontal  ineningioina. 


without  neurological  abnormalities. 
DISCUSSION 

This  case  illustrates  the  slowly  progressive 
nature  and  subtle  psychological  personality 
changes  that  can  be  associated  with  frontal 
meningiomas.  In  addition,  the  differential 
diagnosis  of  chronic  nausea  and  vomiting 
should  include  frontal  meningioma.  The 
meningioma  is  a benign  tumor  of  arachnoidal 
tissue.  It  grows  very  slowly  and  may  produce 
symptoms  for  several  years.  Meningiomas 
have  several  characteristic  sites  of  origin:  the 
parasagittal  falx,  convexities,  sphenoidal 
ridge,  tuberculum  sellae.  olfactory  groove 
and  cerebellopontine  angle.'  ’ 

Meningiomas  occur  at  a rate  of  about  two 
in  100,000  and  constitute  13  to  20  percent  of 
all  intracranial  tumors.  They  may  occur  at 
any  age,  but  predominate  in  adults  with  a 
peak  incidence  at  age  45.  They  are  more 
common  in  women  and  rare  in  children, 
accounting  for  one  percent  of  the  intracranial 
tumors  in  patients  younger  than  20.  Small 
asymptomatic  meningiomas  are  often  found 
at  autopsy  in  elderly  patients. 

Risk  factors  include  ionizing  radiation, 
head  trauma,  neurofibromatosis  and  certain 
viruses.  An  influence  of  endogenous  and 
exogenous  estrogen  and  progesterone  is  sus- 
pected but  unproven.  Other  risk  factors  that 
have  been  studied  with  inconsistent  results 
include  glass,  porcelain  and  ceramic  workers 
and  machinists,  dental  health  care  workers, 
workers  in  electrical  and  electronics  indus- 


Figure  2.  MRI  scan  showing  frontal  meningioma 
with  midline  shift. 


tries,  dietary  N-nitroso  compounds,  vegetari- 
an diet,  cigarette  smoking,  alcohol  consump- 
tion and  elevated  cholesterol. 

Chromosome  22  is  important  in  the  patho- 
gesis  of  meningiomas;  however,  the  precise 
gene  has  not  been  found. 

Frontal  meningiomas  are  notoriously 
“silent”  and  present  with  subtle  psychological 
symptoms.  These  patients  are  often  referred 
to  psychiatrists  for  depression,  anxiety,  hypo- 
mania  or  schizophrenia.  Interestingly,  symp- 
toms may  respond  to  psychotropic  medica- 
tions. Patients  may  have  a progressive  change 
of  intellect  and  personality.  The  diagnosis 
should  be  suspected  in  any  fairly  young  per- 
son with  no  history  of  psychiatric  disease 
who  develops  slowly  progressive,  psycholog- 
ical changes.  Clues  to  the  diagnosis  may 
include  the  following: 

• The  patient  may  have  led  a previously 

well-ordered  life. 

• There  is  no  clear  reason  why  the  patient 
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dcveloiis  a psycliialric  disorder. 

• Family  coid'licls  are  preeipilaled  by  ihe 
palieiil's  illness. 

• riie  family  insisls  die  illness  is  physieal. 

• The  palienl  may  be  diagnosed  as 
depressed,  but  is  more  apalhelie,  eareless 
anti  indifferent. 

• C'hanges  of  affeel  sueh  as  instability,  fatu- 
ity or  euphoria  are  present. 

• I'he  patient  develops  memory  failure,  dete- 
rioration of  personal  appearanee  and  pro- 
fessional duties.'’' 

Though  frontal  meningiomas  are  “silent” 
early  on,  eertain  physieal  signs  may  develop 
as  the  tumor  grows.  If  the  tumor  invades  the 
premotor  area,  the  patient  may  develop 
seizures.  Involvement  of  the  left  frontal  lobe 
ean  eause  hesitaney  of  speeeh,  diffieulty  find- 
ing words  and  eventually  dysphagia.  Patients 
may  also  develop  urinary  frequeney,  noeturia 
and  eventually  incontinenee  of  urine  and 
feees.  The  ean  also  develop  headaehes  and 
visual  ehanges,  but  these  are  usually  late 
signs.  A subfrontal  tumor  may  eause  anos- 
mia. Fluetuating  upper  and  lower  extremity 
weakness  and  intermittent  lower  extremity 
weakness  leading  to  falls  and  gait  abnormali- 
ties has  also  been  reported.  Papilledema  is  a 
late  sign.  Plantar  and  tendon  reflexes  do  not 
ehange  unless  the  tumor  invades  the  motor 
area.  A grasp  reflex  develops  early.'’  Con- 
tralateral trigeminal  neuralgia  has  also  been 
reported.* 

Frontal  meningiomas  are  usually  slowly 
progressive  because  this  is  a benign  tumor 
that  compresses  the  brain  from  outside.  The 
personality  and  intellectual  decline  may 
develop  over  months  to  years.  A meningioma 
that  remained  undiagnosed  for  42  years  has 
been  reported.  Eight  percent  of  patients  with 
parasagittal  meningiomas  have  a history  of 
symptoms  for  more  than  10  years,  the  longest 
being  37  years.  When  the  brain  can  no  longer 
adapt,  neurological  deterioration  may  be 
rapid.'’  Comadoll,  et.  al.  reported  four  cases  of 
elderly  patients  who  developed  neurologic 
symptoms  after  total  joint  replacement  subse- 
quently found  to  be  due  to  frontal  menin- 


giomas. It  was  felt  duit  fluid  retention  caused 
previously  “silent”  tumors  to  express  them- 
selves.'' 

Menigoimas  are  one  of  the  few  tumors  that 
present  characteristic  changes  in  plain  skull 
x-rays,  d'hey  may  show  calcification  within 
the  tumor,  hyperostosis,  or  blistering  of  the 
adjacent  skull.  In  50  to  60  percent  of  patients, 
the  diagnosis  can  be  suspected  from  changes 
on  plain  skull  radiographs.  C”f  or  MRI  is  the 
procedure  of  choice.  CT  is  95  percent  accu- 
rate in  identifying  the  presence  of  these 
tumors.  They  present  as  homogenous,  highly 
contrast-enhanced  tumors  with  well-defined 
borders  and  often  striking  cerebral  edema  in 
the  adjacent  brain  tissue." 

The  prognosis  is  generally  good  if  the 
tumor  is  detected  early.  Long-term  survival 
and  recurrence  rates  depend  on  the  histologi- 
cal type,  the  size,  location  and  extent  of 
removal.  The  reported  surgical  mortality  rate 
is  as  high  as  14.3  percent  and  the  reported  10- 
year  survival  rate  after  surgery  varies  from 
43-77  percent.  With  apparent  total  removal, 
the  recurrence  rate  varies  from  nine  to  20  per- 
cent at  10  years,  with  subtotal  resection  vary- 
ing from  18.4  to  50  percent.  Radiation  thera- 
py is  a useful  adjunct  to  surgery.  Anti-proges- 
terone therapy  has  had  some  success  and  may 
be  a future  option  for  residual  or  recurrent 
meningiomas.^  “) 
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YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfla  Serpentina  (L)  Benth,  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  Is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug , Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon'  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  Include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.'  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. ^ ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  T3.4  i tablet  (5.4  mg)  3 times  a day.  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  V2  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks  . 3 
How  Supplied:  Oral  tablets  of  Yocon»  1/12  gr,  5.4  mg  in 


bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 


53159-001-10. 
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AVAILABLE  AT 
PHARMACIES  NATIONWIDE 


PALISADES 

PHARMACEUTICALS,  INC. 

64  North  Summit  Street 
Tenafly,  New  Jersey  07670 
(201)-569-8502 
1-800-237-9083 


FLORIDA  GULF  COAST 

Live  on  the  beach.  Work  in  a structured  practice. 
Have  4 out  of  5 nights  off.  No  OB,  less  than  10% 
Medicaid.  Less  than  15%  managed  care.  Substantial 
income  guarantee  and  practice  management 
assistance.  A beautiful  resort  area  without  the 
crowds  of  East  Coast  Florida. 

Wanda  Parker 
E.  G.  Todd  Physician  Search 
One  Byram  Brook  Place 
Armonk,  NY  10504 
800-221-4762 
fax:  914-273-5895 


SYMPOSIUM  FOR  CLIA’88  LAB  DIRECTORS 
MARCH  9-  II,  1995 
WILD  DUNES,  SC  (near  Charleston,  SC) 

Core  Curriculum  - 13  hours  $479.00  by  2/15/95 

$549.00  after  2/15/95 

The  “Brain-to-Brain”  Theory 
CLIA'88:  Responsibilities  of  the  Lab 
Test  Classification 
Selecting  an  Inspection  Agency 
Responsibilities  of  the  Lab  Director 
Quality  Control/Quality  Assurance 
The  Procedure  Manual/Proficiency  Testing 
Laboratory  Safety/Laboratory  Inspections 

Optional  Courses  - 1 1 hours  $49.00  to  99.00 

Organizing  Your  Lab  for  Success 
Competency  Evaluation 
Statistical  Quality  Control 
Instrument  Selection 

FACULTY:  Rosemary  Bakes-Martin,  M.  S.  MT  (ASCP)  CDC; 
Verlin  K.  Janzen,  MD,  FAAFP  Nebraska  City;  David  Hassemer,  MS, 
WI  State  Fab;  Mary  Clare  Brenny,  MT  (ASCP)  DuPont  Corp.;  Linda 
Herndon,  MBA,  MT  (ASCP)  RCFA  Physician  Managers,  Inc.; 
Joseph  Keffer,  MD,  Univ.  TX  SW  Medical  Center;  Peggy  Prinz 
Leubert.  MS,  MT  (ASCP)  SC,  CIC,  Mem  Hosp,  Freemont,  NE; 
Diana  Mass,  MA,  MT  (ASCP),  CLS,  AZ  State  University,  Temple, 
AZ;  Barbara  Mitchell,  MS,  MT  (ASCP);  Terry  Oldfield,  MBA,  MT, 
Chicago  Lab;  Judith  Yost,  MA,  MT  (ASCP)  HCFA. 

Sponsored  by  The  National  Laboratory  Training  Network 
Southeast  Area  Resource  Office  - Nashville  TN 

For  additional  information:  (615)  262-6315 
Southeast  states  only  (800)  536-6586 


SCMA  NEWSLETTER 


A PUBLICATION  OF  THE  SOUTH  CAROUNA  MEDICAL  ASSOCIATION 
Joy  Drennen,  Editor  Contributions  welcomed 

798-6207,  in  Columbia  I -800-327-1 02 1,  outside  Columbia 


MEDICARE  UPDATE 


January  1995 


By  now  you  should  have  received  the  December,  1994 
Special  Medicare  Advisory.  This  Advisory  includes  the 
detailed  new  guidelines  for  documentation  and  coding 
E/M  services.  You  should  also  have  received  the  1995 
HCPCS  Update. 

Guidelines  for  Documentation  of  E/M  Services:  In  order 
to  help  you  understand  the  implications  of  the  new  guide- 
lines, Medicare  will  be  conducting  a series  of  training  pro- 
grams from  January  through  April.  On  January  26, 1995, 
there  will  be  a teleconference  over  the  Health  Commu- 
nications Netwoik  (HCN)  on  channel  "C"  from  noon  until 
1 :00  pm.  Dr.  Ken  DeHart  of  Myrtle  Beach,  who  served 
on  the  National  CPT  Advisory  Committee  for  E/M  codes, 
and  Dr.  David  P.  Sheridan,  Medical  Director,  Medicare 
Part  B,  wiU  host  the  panel  discussion.  You  can  view  the 
teleconference  at  any  of  the  HCN  sites  listed  on  page  3 
of  the  Advisory. 

Since  physicians  write  the  office  notes,  we  encourage  you 
to  be  the  ones  who  attend  the  training  programs.  Watch 
the  Medicare  Advisories  for  notification  of  E/M  work- 
shops to  be  held  around  the  state  in  March  and  April. 

Address  Change  for  Participating  Providers:  Beginning 
January  1, 1995,  all  participating  providers  should  mail 
claims  to:  Medicare,  Part  B Claims  Processing,  PO  Box 
100190,  Columbia,  SC  29202-3190.  Non-participating 
physicians  should  continue  mailing  claims  to  the  current 
address. 

The  January  Medicare  Advisory  has  been  mailed.  This 
Advisory  is  full  of  new  information  including  electron- 
ic physical  therapy  services  filing,  changes  and  guide- 
lines for  antigen  therapy  and  much  more.  You  should  read 
Advisor^  carefully. 

Care  Plan  Oversight  Services:  Medicare  mU  allow  sep- 
arate payment  for  care  plan  oversight  services  furnished 
on  or  after  January  1 , 1995  under  the  following  conditions: 

1.  The  services  are  furnished  by  a physician  to  a bene- 


ficiary receiving  Medicare-covered  home  health  or 
hospice  services; 

2.  The  physician  has  furnished  a service  requiring  a face- 
to-face  encounter  with  the  patient  at  least  once  in  the 
six  months  prior  to  the  first  billing  for  the  service;  and 

3.  The  physician  does  not  have  a significant  financial 
relationship  with  the  home  health  agency,  is  not  the 
medical  director  or  an  employee  of  the  hospice,  and 
does  not  provide  services  under  arrangement  with  the 
hospice. 

If  the  above  conditions  are  met.  Medicare  will: 

1 . Allow  payment  to  one  physician  per  patient  per  month 
for  care  plan  oversight  if  it  involves  30  or  more  min- 
utes of  the  physician's  time  per  calendar  month. 

2.  Allow  payment  for  30  or  more  minutes  of  care  plan 
oversight  to  a physician  providing  post-surgical  care 
during  the  post-operative  period  only  if  the  care  plan 
oversight  is  documented  to  be  unrelated  to  the  surgery 
and  billed  with  modifier  -24. 

3.  Allow  payment  under  CPT  code  99375  only.  CPT 
code  99376  will  remain  bundled  since  payment  for 
care  plan  oversight  services  beyond  60  minutes  per 
month  is  included  in  the  payment  for  CPT  code  99375. 

Care  plan  oversight  includes  the  following  physician 
activities:  development  or  revision  of  care  plans;  review 
of  subsequent  reports  of  patient  status,  review  of  relat- 
ed laboratory  and  other  studies,  communication  with  other 
health  care  professionals  involved  in  the  patient's  care; 
integration  of  new  infonnation  into  the  medical  treatment 
plan,  and/or  adjustment  of  medical  therapy.  Care  plan 
oversight  does  not  include  the  routine  pre-and  post-ser- 
vice work  associated  with  visits  and  procedures.  Also, 
telephone  calls  with  patients  and/or  their  families  are  not 
included.  Riysicians  claiming  payment  for  care  plan  over- 
sight services  must  document  in  their  records  the  care  plan 
oversight  services  they  furnish,  including  the  dates  and 
exact  duration  of  time  spent  on  the  services  for  which  pay- 
ment is  claimed.  Care  plan  oversight  is  recognized  by 
Medicare  as  a physician  service  and  must  be  provided  and 
documented  only  by  the  responsible  person. 

(Continued  on  page  2) 


MEDICARE  UPDATE  (Continued) 


Multiple  Surgical  Procedures:  HCFA  has  revised 
the  multiple  surgery  rules  effective  January  1,  1995  to 
allow  the  lower  of  the  submitted  charge  or  100 
percent  of  the  fee  schedule  amount  for  the  first 


procedure,  and  50  percent  for  the  second  through  the 
fifth  procedure.  Over  five  procedures  requires  a report 
for  each.  The  special  endoscopic  rules  have  not 
changed.  □ 


MEDICAID  UPDATE 


ICD-9  Diagnosis  Codes:  Beginning  with  dates  of 
service  on  or  after  January  1,  1995,  the  Finance 
Commission  will  require  the  new  1994  ICD-9 
diagnosis  codes.  Error  code  760  or  761  (diagnosis 
code  not  covered  on  date  of  service)  will  be  assigned 
to  any  claims  for  dates  of  service  on  or  after  January 
1,  1995,  which  do  not  have  a correct  1994  diagnosis 
code.  Note:  The  1994  edition  of  the  ICD-9  was 
effective  October  1,  1994.  The  1994  edition  contains 
the  diagnosis  codes  effective  through  September  30, 
1995,  when  the  next  edition  of  the  ICD-9  will  be 
published. 

1995  CPT  Codes:  Effective  with  dates  of  service  on 
or  after  January  1,  1995,  the  Finance  Commission 
will  accept  the  new  1995  CPT  codes.  Either  the  old 
1994  or  the  new  1995  CPT  procedure  codes  may  be 
billed  during  the  grace  period  from  January  1,  1995 
through  March  31,  1995.  Effective  with  dates  of 
service  on  or  after  April  1,  1995,  only  the  1995  CPT 
procedure  codes  will  be  accepted. 

Anesthesia  Modifiers:  Beginning  April  1,  1995,  the 
anesthesiologist  and  the  medically  directed  CRNA 
will  each  be  reimbursed  57.5  percent  of  the  allowance 


recognized  for  the  anesthesia  procedure  if  it  were 
personally  performed.  The  percentage  will  continue 
to  be  reduced  by  two  and  one-half  percent  each  year, 
until  1998,  at  which  time  the  allowance  for  the 
anesthesiologist  and  CRNA  will  be  50  percent  of  the 
reimbursement  for  a personally  performed  procedure. 

A new  modifier  (QK)  has  been  added  for  the  medical 
direction  of  two,  three  or  four  concurrent  anesthesia 
procedures  involving  qualified  individuals.  This  new 
modifier  will  be  accepted  with  any  claims  which 
show  dates  of  service  on  or  after  January  1,  1995. 
Either  the  previous  modifiers  (QJ,  QO  and  QQ)  or  the 
new  modifier  QK  may  be  billed  during  the  grace 
period  from  January  1,  1995,  through  March  31, 
1995.  Effective  April  1,  1995,  modifier  QK  will  be 
required. 

Copper  Intrauterine  Device:  Procedure  code  J7300 
has  been  developed  to  replace  procedure  code  S(X)85 
(copper  intrauterine  device).  Beginning  with  dates  of 
service  on  or  after  January  1,  1995,  either  J7300  or 
S0085  may  be  billed  untU  March  31,  1995.  However, 
only  procedure  code  J7300  will  be  accepted  with 
dates  of  service  on  or  after  April  1, 1995.  □ 


THE  FIVE-YEAR  REVIEW  OF  RBRVS 

In  1989,  Congress  mandated  HCFA  to  review  RBRVS  every  five  years  to  ensure  that  the  fee  schedule  keeps 
pace  with  practice  changes.  This  will  be  the  first  comprehensive  review  of  the  scale’s  relative  values  since  the 
implementation  of  RBRVS  in  1992.  The  revised  fee  schedule  will  be  effective  in  1997. 

In  the  December  8th  Federal  Register.  HCFA  granted  a 60-day  period  for  physicians  to  notify  HCFA  in  writing 
of  procedures  with  a physician  work  component  that  is  either  under-  or  over-valued.  These  comments  will  be 
reviewed  by  the  AMA/Specialty  Society  RVS  Update  Committee  (RUC)  whose  recommendations  will  be 
forwarded  to  HCFA.  RUC  and  HCFA  will  only  review  the  comments  that  meet  the  criteria  outlined  in  the 
Federal  Register. 

If  you  are  interested  in  sending  comments  to  HCFA  about  a particular  code’s  relative  value,  please  call  1-800- 
327-1021,  ext.  253,  or  798-6207,  ext.  253  for  a copy  of  the  notice  published  in  the  December  8th  Federal 
Register.  All  comments  must  be  submitted  by  5:00  pm,  February  6, 1995. 
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PHYSICIANS  CARE  NETWORK  UPDATE 

Two  more  hospitals  have  contracted  with  the 
Physicians  Care  Networic:  Laurens  County  Health 
Care  System  in  Clinton,  and  Loris  Community 
Hospital  and  ECF. 

Beginning  January  6,  1995,  updates  to  the  PCN 
Provider  Manual  will  be  mailed  to  all  participating 
providers'  offices.  In  addition  to  new  physician  and 
ancillary-providers  lists,  you  can  expect  some 
additions  to  the  exhibits,  especially  the  SI/IS 
criteria.  If  you  do  not  receive  your  update  by 
February  6,  1995,  please  call  Ginny  Comer  at  ext. 
242,  798-6207  in  Columbia  or  1-800-327-1021 
statewide. 


DEA  UPDATE 

As  of  November  1, 1994,  the  United  States  Department 
of  Justice  Dmg  Enforcement  Administration  (DEA) 
opened  a new  Diversion  Group  in  SC.  The  address  is 
1835  AssemWy  Street,  Suite  1472,  Columbia  29201.  The 
telei^one  number  is  (803)  253-344 1 or  you  can  contact 
the  Inversion  Group  at  DEA  Columbia's  main  number 
of  (803)  765-525 1 . The  Columbia  Diversion  Group  will 
be  available  to  answer  any  questions  or  concerns  regard- 
ing DEA's  regulations  governing  controlled  substances. 

New  applications  for  registration,  renewals  of  regis- 
tration and  other  registration  issues  will  continue  to  be 
handled  by  the  DEA  Atlanta  Diversion  Registration 
office.  Ms.  Sandy  Chordash  is  the  Registration  Assis- 
tant for  SC  and  may  be  reached  at  (404)  331-6493. 


PALMETTO  HEALTH  INITIATIVE  HOTLINE 


Question:  How  can  1 continue  seeing  Medicaid  patients  after  the  change  in  199511996?  (R.  H.  Hunt,  MD,  General 
Surgeon,  Walterboro) 

Answer:  Medicaid  recipients  will  be  phased  into  the  Palmetto  Health  Initiative  over  a period  of  either  18  months 
or  three  to  four  years.  Medicaid  recipients  who  are  waiting  to  be  phased  into  the  program  will  remain  in 
the  current  fee-for-service  Medicaid  program.  Therefore,  you  will  continue  seeing  these  patients  as  you 
do  under  the  current  system. 

Once  a Medicaid  recipient  is  phased  into  the  program,  the  individual  will  choose  between  two  health  plans. 
Under  the  Capitated  Access  Program  (CAP),  a fully  capitated  program  covering  most  Medicaid  services, 
the  Medicaid  recipient  will  be  enrolled  in  an  HMO  and  will  choose  a participating  physician  in  that  HMO. 
In  order  for  you  to  see  these  patients,  you  need  to  be  a participating  physician  with  the  HMO  in  your  area 
enrolling  Medicaid  recipients. 

Under  the  Physicians’  Enhanced  Program  (PEP),  a partially  capitated  program  covering  primary  care  ser- 
vices, the  Medicaid  recipient  will  choose  one  physician  from  a list  of  physicians  participating  in  PEP  in  their 
area  and  accepting  new  patients.  The  selected  physician  will  manage  that  patient’s  care  by  providing  the 
covered  primary  care  services  for  a monthly,  capitated  rate  and  by  pre-approving  any  services  not  provid- 
ed by  that  physiciaa  Therefore,  in  order  for  you  to  see  Medicaid  patients  enrolled  in  PEP,  you  need  to  be 
a physician  participating  in  the  PEP  program  or  arrange  a referral  system  with  the  PEP  physicians  who  are 
serving  as  the  gatekeeper.  Any  services  provided  outside  the  primary  care  benefits  package  will  be  reim- 
bursed fee-for-service. 

All  pAiysicians  may  participate  in  the  PEP  program.  CAP  program  participants  must  be  members  of  the  HMO 
provider  panel. 


Please  call  the  Palmetto  Health  Initiative  Hotline  (1-800-825-7821 ) with  your  questions  regarding  the  Medicaid  waiv- 
er. SCMA  staff  will  respond  to  your  question  in  writing  within  five  working  days.  □ 
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DOMESTIC  VIOLENCE  VICTIMS 
OFFERED  FREE  SURGERY  BY  FACIAL 
PLASTIC  SURGEONS 

In  1994  the  American  Academy  of  Facial  Plastic  and 
Reconstructive  Surgery  (AAFPRS),  in  partnership 
with  the  National  Coalition  Against  Family  Violence 
(NCAFV),  created  the  National  Domestic  Violence 
Project  in  an  effort  to  help  women  break  out  of  the 
cycle  of  violence,  enhance  their  self-esteem  and  aid 
them  in  rebuilding  their  lives.  The  National  Violence 
Project  provides  free  facial  and  plastic  reconstructive 
suigery  to  victims  of  domestic  violence  who  receive 
facial  injuries  and  for  reasons  of  shame,  low  esteem, 
and/or  financial  reasons  are  not  able  to  receive 
adequate  care. 

In  SC,  Doctors  Paul  T.  Davis  of  Florence,  Marcelo 
Hochman  of  Charleston;  and  James  F.  White  of 
Columbia  have  enrolled  in  this  program  to  utilize 
their  skill,  dedication  and  compassion  to  help  victims 
of  domestic  abuse.  The  National  Violence  Project  has 
a centralized  information  center  accessible  through  a 
toll  free  number  (1-800-842-4546)  which  provides  the 
names  of  surgeons  in  a victim’s  area  who  will  provide 
free  consultation  and  perform  suigery  if  needed.  □ 


WORKSHOPS/CONFERENCES 

The  SCMA  is  presenting  a workshop  for  physicians 
and  their  staff  on  "How  to  Collect  Fees  Promptly."  It 
will  be  held  on  February  8,  1995  from  9:00  am  until 
4:00  pm  at  the  Sheraton  Columbia  Hotel  and 
Conference  Center  at  the  intersection  of  1-20  and 
Bush  River  Road.  If  you  did  not  receive  a brochure 
and  registration  foim  by  mail,  call  Ginny  Comer,  ext. 
242,  798-6207  in  Columbia,  or  1-800-327-1021 
statewide.  The  registration  fee  for  SCMA  members  is 
$95  before  January  18,  1995  or  $120  after  January  18. 
It  includes  lunch,  refreshments  and  handouts. 

Interfaith  Community  Services  of  SC,  the  SC 
Christian  Action  Council,  and  the  SC  Healthy  People 
2000  Coalition  is  presenting  a conference  on  "Faith  at 
Work  for  Healthier  Communities,"  on  February  18, 
1995  at  North  Trenholm  Baptist  Church  in  Columbia 
from  8:30  am  until  4:00  pm.  Featured  speakers  are 
Gary  Gunderson  from  the  Carter  Center  in  Atlanta, 
GA,  and  John  Hatch  from  the  School  of  Public 
Health,  University  of  North  Carolina  at  Chapel  Hill. 
For  further  information,  call  Melanie  Ellerbe  (803) 
252-8390  in  Columbia,  or  1-800-879-2219  statewide. 

A Low  Vision  Aids  Seminar  will  be  held  February  24 
and  25  on  the  Richland  Memorial  Hospital  (RMH) 
Campus  in  Columbia.  The  seminar  is  sponsored  by 
the  Networking  Visual  Support  Group  of  the 
Department  of  Volunteer  Services,  RMH,  and  the  SC 
Eye  Institute.  There  is  no  charge  for  this  seminar. 
Contact  Mary  Lou  Nay  in  Columbia  at  (803)  794- 
9461.  □ 


AMA  GUIDELINES  HELP  PHYSICIANS  ASSIST  PEOPLE  WITH  DISABILITIES 

The  AMA  has  released  guidelines  that  will  help  physicians  use  new  assistive  technology  - devices  and  services 
that  will  improve  the  quality  of  life  for  the  nearly  500  million  Americans  with  disabilities. 

“Guidelines  for  the  Use  of  Assistive  Technology:  Evaluation,  Referral,  Prescription”  will  serve  as  a quick 
reference  for  primary  care  physicians  responsible  for  prescribing  assistive  devices  and  services  for  their  disabled 
patients.  Guidelines  will  also  be  used  as  part  of  a larger  curriculum  for  10  training  sessions  held  in  five  cities 
through  the  US  this  year.  The  interactive  workshops  and  the  Guidelines  will  cover: 

* Role  of  physician  in  the  physician-patient  relationship. 

* Patient  assessment  - screening  patients  for  functional  impairment. 

* Individual  roles,  team  concept  and  the  rehabilitation  process. 

* Matching  the  patient  to  the  device. 

* Prescription  and  certification  of  medical  necessity. 

* State  assistive  technology  and  other  resources. 

The  Guidelines  cost  $5  each  or  can  be  purchased  in  bulk  from  the  AMA  Department  of  Geriatric  Health,  AMA, 
515  N.  State  Street,  Chicago,  IL  60610.  For  more  information,  call  (312)  464-5095. 
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HENRY  JEFFERSON  STUCKEY,  M.  D. 
(1886-1975):  A REMEMBRANCE 

MICHAEL  C.  WATSON,  M.  D.* 


I t'irsl  met  Dr.  “H.  J.”  Stuckey  in  April  of 
1954.  I was  finishing  a visit  to  Bamberg  to 
decide  if  1 would  like  to  settle  down  there  to 
practice.  1 did  and  Dr.  Stuckey  became  a sig- 
nificant person  in  my  new  life  as  he  soon 
“took  me  under  his  wing." 

Dr.  Stuckey  was  “retired”  after  having  had  a 
“heart  attack"  prior  to  my  coming  to  Bamberg. 
He  and  I hit  it  off  extremely  well  and  he  decid- 
ed he  would  go  into  practice  again,  if  I would 
help  him.  As  I was  not  at  all  busy,  this  suited 
me  fine.  Anything  was  better  to  do  than  noth- 
ing. Things  began  to  pick  up  for  me  as  his 
patients  realized  that  he  wanted  them  to  see 
me  when  he  was  not  available,  which  was 
often. 

Dr.  Stuckey  began  practicing  again  in  the 
hospital  as  well.  One  day  he  came  into  the 
hospital  and  said.  “Doctor,  do  you  want  to  see 
a boy  who  is  dying?”  We  went  into  the  emer- 
gency rexnn  where  there  was  a two  to  three- 
year-old  black  child  who  was  dying.  He  was 
greatly  dehydrated  and  the  history  was  that  of 
severe  and  unremitting  diarrhea  for  several 
hours.  As  quickly  as  I could  I did  a cutdown 
(placing  an  intravenous  catheter  in  a vein 
under  direct  vision  through  an  incision  just 
above  the  ankle)  and  began  to  give  him  intra- 
venous fluid  as  fast  as  possible.  After  he  was 
successfully  resuscitated  and  no  longer  in 
shock,  1 gathered  more  information  and  real- 
ized he  probably  was  suffering  from  arsenic 
poisoning.  (Arsenic  was  a common  ingredi- 
ent in  mouse  and  rat  poison  at  that  time.) 
There  was  no  way  for  me  to  prove  this  and  so 
I had  the  hospital  secure  some  BAL  (British 
AntiLewisite),  a chelating  agent  that  binds 
and  removes  heavy  metals  from  the  body. 

This  was  administered  as  quickly  as  possi- 
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ble  and  the  little  boy  recovered  rapidly  and 
after  a hospital  stay  of  a little  over  a week, 
was  discharged.  Several  months  later.  I had 
X-rays  of  his  long  bones  and.  sure  enough, 
there  were  heavy  lines  above  each  of  the  epi- 
physes (growth  centers)  of  the  bones  proving 
the  insult  was  due  to  heavy  metal  poisoning. 

Dr.  Stuckey  was  very  impressed  by  this 
performance  as  he  had  been  sure  the  boy 
would  be  dead  in  a few  minutes.  This  event 
did  something  else,  as  well.  He  told  me  later 
that  when  he  watched  me  work,  he  realized 
that  he  wouldn't  have  been  able  to  do  this  and 
the  boy  would  have  died.  This  made  him 
more  “dependent”  on  me  than  ever,  if  he  was 
to  continue  to  practice. 

One  of  his  longtime  patients  came  to  see 
him  to  ask  if  he  would  deliver  her  baby.  (He 
had  not  practiced  obstetrics  since  his  retire- 
ment.) He  told  her  about  me  and  said  that  we 
worked  together  and  I would  give  her  the  pre- 
natal care  and  “one  of  us”  would  deliver  her. 
She  was  satisfied  and  showed  up  in  my  office 
for  prenatal  care  before  Dr.  Stuckey  had  told 
me  of  this  arrangement.  The  deal  was  that  our 
fee  was  $50  and  we  would  split  it  no  matter 
who  delivered  the  patient.  (He  never  did.)  All 
of  these  patients  who  came  to  him  for  this 
care  would  pay  him.  up  front,  and  he  would 
give  me  $25.  My  feeling  was.  “Half  a loaf  is 
better  than  none.” 

All  of  the  older  physicians  saw  patients  in 
their  homes  at  night  and  on  the  weekend.  The 
patients  were  accustomed  to  calling  or  com- 
ing by  if  they  were  ill.  I never  did  this  as  I 
didn't  feel  good  about  a parade  of  sick 
patients  through  my  house  at  any  time  of  the 
day  or  night.  1 felt  that  it  would  put  my  fami- 
ly at  threat  for  all  kinds  of  things.  I would 
meet  them  in  the  emergency  room  or  in  my 
office,  but  never  in  my  house. 
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I)r.  Suickcy  said  that  one  niglu  a knock 
came  al  his  door  aiul  a man  llicrc  saitl  his 
hrolher  was  in  the  hack  seal  of  liis  ear  and  was 
sick.  Would  the  doctor  come  out  to  tlie  ear  aiul 
cheek  him?  Dr.  Stuckey  went  out  and,  sure 
enougli,  there  was  the  man  sitting  iipriglit  on 
llie  hack  seat,  imeonseioiis.  He  leaned  in  the 
ear  and  pulled  the  man's  lower  eyelid  down  to 
cheek  his  pupil.  The  diagnosis  of  acute  alco- 
holism became  clear  when  the  patient  opened 
both  eyes  and  cursed  Dr.  Stuckey  with  great 
\ igor  and  enthusiasm.  I his  infuriated  Dr. 
Stuckey  who  caught  the  patient  in  the  front  of 
his  shirt,  snatched  him  out  of  the  ear,  hit  him 
in  the  face  with  his  fist  and  dropped  him  in  the 
gutter.  The  hrolher  picked  up  the  patient  and 
put  him  back  in  the  ear  and  said,  "How  much 
do  I owe  you,  doctor?"  Dr.  Stuckey  said, 
“$3.()0."  With  that  the  brother  gave  him  $3.00, 
got  in  the  ear  and  drove  otT. 

Everything  seemed  to  me  to  come  out  right 
with  Dr.  Stuckey.  Once  1 was  in  the  hospital 
and  Dr.  Stuckey  said,  "Come  to  the  delivery 
room  with  me.  I have  to  do  an  internal  podal- 
ie  version  and  breech  extraction.”  (Today,  not 
less  than  100  percent  of  the  obstetrical  com- 
munity would  consider  C-section  mandatory 
treatment  for  this  problem.) 

1 immediately  began  to  break  out  in  a cold 
sweat.  Not  even  in  my  wildest  nightmares 
had  1 ever  thought  I would  be  a participant  in 
such  a high-risk  procedure.  I had  not  only 
never  seen  this  done  but  prior  to  today,  had 
never  known  anyone  who  had  ever  seen  it 
performed.  As  I went  into  the  delivery  room, 
I had  visions  of  Dr.  Stuckey  (whom  I consid- 
ered "old  and  feeble”)  fainting  or  passing  out 
from  exhaustion  and  leaving  me  to  deal  with 
this  situation  alone.  As  soon  as  the  patient 
was  positioned  on  the  table  and  I had  prepped 
and  draped  her,  he  began  the  version.  I don't 
believe  the  patient  had  any  analgesia  much 
less  anesthesia.  Everything  went  very 
smoothly  with  a certain  amount  of  pulling 
and  tugging  that  required  all  his  strength.  As 
he  began  the  breech  extraction  after  a suc- 
cessful version,  it  was  obvious  that  he  was 
exhausted  so  1 took  over  and  performed  the 


extraction,  which,  thankfully,  I had  done  a 
number  of  times  previously.  After  1 delivered 
the  baby  and  the  placenta,  a column  of  blood 
came  from  the  vagina  al  a frightening  rale. 
Dr.  Stuckey  paid  it  absolutely  no  attention 
and  almost  immediately,  it  stopped.  By  this 
time,  I was  almost  a basket  ease! 

On  another  occasion.  Dr.  John  MeEaughlin, 
who  practiced  in  Ehrhardt,  asked  me  to  come 
to  the  emergency  room  to  see  a patient  with 
him.  When  I arrived  1 found  him  and  a patient 
who  had  delivered  at  home  a little  while 
before,  'fhe  problem  was  that  of  a retained 
placenta  which  had  defeated  all  of  John's 
efforts  at  delivering  at  home  and  in  the  emer- 
gency room.  I secretly  prided  myself  on  being 
able  to  handle  this  kind  of  problem.  In  spite 
of  all  my  efforts  and  maneuvers,  however,  the 
placenta  remained  firmly  in  the  uterus.  I felt 
that  this  was  a setup  for  disaster  as  the  deliv- 
ery had  been  done  by  a lay  midwife  and 
would  have  to  be  considered  unsterile.  This 
would  prohibit  any  instrumentation  through 
the  vagina.  I said,  “John,  1 believe  we  are 
going  to  have  to  recommend  that  this  patient 
have  an  immediate  hysterectomy.” 

Just  at  that  time,  the  door  opened  and  Dr. 
Stuckey  walked  in.  He  frequently  did  this 
"just  to  see  what  you  boys  are  up  to.”  He 
asked  what  the  problem  was.  We  told  him  and 
he  walked  over  to  the  patient  and  put  his  hand 
on  her  abdomen.  At  this  point  the  patient 
expelled  the  placenta  as  if  it  were  shot  from  a 
gun!  We  were  thunderstruck,  but  he  just 
laughed  as  he  walked  out  leaving  John  and 
me  just  looking  at  each  other.  Then  we  both 
burst  out  laughing. 

Dr.  Stuckey  told  me  of  being  called  to  the 
home  of  a boy  who  had  suffered  a large  lacer- 
ation of  his  leg  in  the  barnyard.  When  he 
arrived  he  found  that  the  family  had  become 
alarmed  at  the  loss  of  blood  and  wanting  to 
staunch  the  flow  of  blood  quickly,  had  packed 
the  wound  with  manure. 

I was  horrified!  The  tetanus  bacillus  is  a 
normal  inhabitant  of  the  bowel  of  most  farm 
animals  in  the  first  place  and  the  accident 
occurred  prior  to  any  tetanus  \ aeeine,  much 
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less  tetanus  imnuine  globulin.  This  was  a real 
setup  for  disaster.  With  niy  stomach  in  knots. 
1 asked.  “What  did  you  do?”  He  looked  sur- 
prised at  the  question.  “Why  1 gave  him  some 
chloroform  and  cut  his  leg  off.” 

Another  time  he  was  called  to  the  “lot” 
(barnyard)  to  treat  a boy  that  was  kicked  by  a 
mule.  He  found  the  boy  lying  unconscious 
right  where  he  had  fallen.  Examining  the  area 
of  the  head  that  had  received  the  blow,  he  dis- 
covered a depressed  fragment  of  skull.  He 
said.  “1  reached  in  my  bag  and  got  an  instru- 
ment and  worked  it  around  under  the  fragment. 
I was  able  to  pop  that  piece  of  bone  out.  Imme- 
diately the  boy  sat  up  and  said,  ‘Whoa’.” 

Then  he  explained.  “That  boy  saw  what  the 
mule  was  about  to  do  and  began  to  say. 
‘Whoa;’  however,  before  he  could  say  it,  the 
mule  kicked  him.  The  bone  fragment  trapped 
that  word  right  there  until  I released  the  pres- 
sure and  then  the  word  continued  through  the 
brain  and  the  boy  said,  ‘Whoa’.” 

Dr.  Stuckey  never  had  any  children  of  his 
own,  but  he  loved  everyone  else’s  and  all  the 
children  loved  him.  1 saw  evidence  of  this 
many  times  as  we  worked  together.  He  told 
me  that  in  the  past  he  had  kept  a herd  of  milk 
goats.  When  he  realized  that  an  infant  was 
intolerant  to  cow's  milk,  he  loaned  the  family 
one  or  two  of  the  “nannies”  to  supply  the 
infant  with  tolerable  milk  as  this  was  in  the 
days  prior  to  readimixed  infant  formula  being 
available.  Most  of  the  formulas  used  were 
based  on  evaporated  cow’s  milk. 

One  day  1 got  a call  from  Dr.  Stuckey.  He 
told  me  that  he  had  been  treating  a little  boy 
at  home  for  several  days  and  he  didn’t  seem 
to  be  getting  any  better.  Would  I go  by  and 
check  him  and  see  if  he  needed  anything.  Of 
course,  I agreed  to  do  this. 

When  1 arrived  at  the  home  and  examined 
the  little  boy,  who  was  about  four  years  old,  I 
found  that  he  had  asthma  and  bronchitis,  for 
which  Dr.  Stuckey  had  been  treating  him  with 
oral  medications.  I also  found  that  he  had  not 
been  eating  or  drinking  for  several  days  and 
was  badly  dehydrated. 

I called  Dr.  Stuckey  and  explained  what  1 


thought  the  problem  was.  1 suggested  that  he 
probably  would  improve  more  rapidly  if  he 
were  admitted  to  the  hospital  and  given  intra- 
venous fluids.  1 also  suggested  that  if  he  were 
in  the  hospital  he  could  be  given  antibiotics 
by  injection.  He  agreed  and  said,  “Would  you 
admit  him  to  the  hospital  and  get  all  these 
things  started  for  me?”  1 agreed. 

1 followed  the  family  to  the  hospital  and 
saw  that  the  little  boy,  who  was  frightened 
out  of  his  wits  by  this  move,  was  admitted, 
his  chest  X-rayed,  intravenous  fluids  started, 
the  antibiotics  administered  by  injection  and 
blood  was  drawn  for  the  necessary  laboratory 
studies.  By  this  time,  the  little  patient  had 
assumed  that  all  those  he  held  dear  had  turned 
against  him  and  he  was  dreading  what  would 
come  next.  He  was  crying  so  vigorously  that 
he  could  be  heard  all  over  the  hospital. 

The  door  opened  and  Dr.  Stuckey  came  in. 
He  walked  straight  over  to  the  bed,  gathered 
the  little  patient  up  in  his  arms  and  said, 
“That's  all  right,  little  fellow.  It’s  going  to  be 
all  right.  Dr.  Stuckey  is  here  now  and  he’s  not 
going  to  let  any  of  these  mean  doctors  and 
nurses  do  anything  else  to  you!” 

1 received  a call  one  day  to  go  to  a home  to 
see  a sick  child.  When  I got  there,  it  was  in 
the  poorer,  mostly  black,  section  of  town, 
which  this  family  was.  1 went  inside  and  was 
greeted  by  the  mother,  who  was  holding 
tightly  to  the  patient,  a little  hoy  about  six 
years  old.  In  response  to  my  questions,  she 
said  the  child  had  been  sick  with  fever  for 
several  days.  Dr.  Stuckey  had  been  by  the  day 
before  and  said  that  he  had  a sore  throat  and 
had  given  him  an  injection  of  penicillin.  In 
response  to  my  question  as  to  why  she  called 
me  as  the  child  was  already  being  treated  by 
Dr.  Stuckey,  she  said,  “Dr.  Stuckey  said  1 
should  call  you.  He  had  a time  catching  this 
boy  when  he  found  out  that  he  was  going  to 
give  him  a shot.  He  finally  trapped  him  under 
the  house  by  the  chimney  before  he  could 
give  him  the  shot.  He  said  he  was  Just  getting 
too  old  for  this  and  1 was  to  call  you.” 

Dr.  Stuckey  was  not  quick  to  give  up! 

Dr.  Stuckey  said  that  one  day  as  he  was  stand- 
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ing  on  the  sired,  a man  approached  him  and 
said.  “Doelor,  would  you  mind  coming  out  lo 
see  my  hrolher?  Two  other  doctors  have  seen 
liim  and  'given  liim  up.'  ddiey  say  lie  has 
‘locked  bowels'  (intestinal  obstruction)  and 
there  is  nothing  more  that  they  can  tio."  (In 
those  early  days,  hospitalization  and  consulta- 
tion rec|uired  a trip  to  Columbia  by  railroatl 
and  was  very  expensive.) 

Dr.  Stuckey  loved  a challenge  and  told  the 
man  he  would  come  that  day. 

When  he  arrived  and  examined  the  patient, 
he  agreed  with  the  diagnosis.  The  patient's 
brother  asked,  "What  am  I going  to  do?"  Dr. 
Stuckey  told  him,  “Go  to  town  and  get  two 
new  plow-lines  (soft  cotton  ropes),  a rectal 
tube  and  a gallon  of  heavy  mineral  oil.  When 
you  get  back,  pad  his  ankles  well,  tie  a plow- 
line around  his  ankles  and  throw  the  ends 
across  the  rafters.  (The  room  was  not  “sealed' 
with  a ceiling,  but  had  exposed  rafters.)  Then 
pull  him  up  until  his  fingertips  can  Just  touch 
the  floor.  Put  the  rectal  tube  into  his  rectum 
and  pour  in  the  mineral  oil.  When  the  oil 
drips  out  of  his  mouth,  cut  him  down." 

Dr.  Stuckey  saw  the  brother  across  the 
street  in  town  several  weeks  later.  He  shouted 
across  the  street,  “Dr.  Stuckey,  we  did  Just 
what  you  said  and  things  happened  Just  like 
you  said  they  would.  Thank  you.  Doctor.  My 
brother  is  fine!" 

Voodoo  and  “hexes"  were  still  seen  occa- 
sionally when  I came  to  Bamberg,  but  Dr. 
Stuckey  had  a number  of  experiences  with 
that  phenomenon.  The  one  I remember  best  is 
when  Dr.  Stuckey  was  asked  to  see  a patient 
who  was  “hexed"  and  the  family  was  afraid 
for  her  life. 

He  went  to  her  home  and  found  the  patient 
totally  unconscious  and  not  responding  to  any 
stimulus,  no  matter  how  vigorous.  She  had 
been  in  this  condition  for  a number  of  days 
and  had  not  eaten  or  drunk  anything. 

Dr.  Stuckey  examined  her  well  and  said  to 
the  family,  “Go  out  and  catch  two  'frizzle- 
legged chickens'  (these  are  chickens  whose 
feathers  grow  down  over  their  feet  and  are 
not  bare-legged  like  most  are).  Pull  out  five 


tail  feathers  from  each.  Get  10  small  pieces  of 
fat  'light-wood'  and  put  this  out  by  your 
wash-pot.  Make  a small  lent  of  the  wood  and 
lean  the  feathers  against  it.  Then  set  it  on  fire 
and  let  it  burn  completely  up.  In  the  morning, 
the  chickens  will  come  and  scratch  this  up 
and  she  will  be  well." 

Invents  occurred  exactly  as  he  had  said  and 
the  next  morning  when  the  family  looked  out 
and  saw  the  chickens  scratching  the  ashes, 
they  went  into  the  patient's  room  very  excit- 
edly talking  about  this.  The  patient  opened 
her  eyes,  looked  about  and  was  soon  eating 
breakfast  and  laughing  and  talking. 

He  told  me  that  he  was  there  late  in  the 
afternoon  and  the  chickens  were  already 
going  to  roost  and  he  said.  “Chickens  love 
more  than  anything  to  scratch  in  new  ashes." 

1 had  only  been  in  Bamberg  for  three  or 
four  years  and  was  ill  with  the  'nu'  when  1 
received  a call  one  night  to  go  to  see  an  old 
man  named  Moss,  whom  1 had  seen  several 
times  before.  The  only  information  1 could 
get  over  the  telephone  was  that  he  was  “bad 
off.  Doctor,  please  hurry."  In  spite  of  having 
fever  of  103,  1 got  up  and  went  to  see  him 
about  five  miles  out  of  town.  I had  treated 
him  several  times  before  for  asthma,  but 
when  1 arrived,  I found  him  lying  in  bed, 
enjoying  the  attention  and  without  a wheeze 
in  his  chest.  In  fact,  I couldn't  find  anything 
wrong  with  him.  His  temperature  was  normal 
as  was  his  blood  pressure.  1 could  find  no 
problem  at  all.  1 tried  to  conceal  my  irritation 
at  having  been  called  out  on  a 'false  alarm' 
and  told  the  family  that  he  was  not  going  to 
die  and  that  I could  find  nothing  wrong  with 
him.  They  said,  “But  doctor,  he  says  he  is 
going  to  die  and  for  us  to  call  all  the  chil- 
dren!" I said,  “Well,  he  is  not  going  to  die 
because  there  is  nothing  wrong  with  him." 

Two  days  later,  the  local  undertaker  brought 
me  his  death  certificate  for  my  signature. 

About  eight  months  later,  one  of  the  maids 
at  the  hospital  came  to  me  and  said.  “Doctor, 
would  you  come  out  and  check  Mama?  She 
says  she  is  going  to  die  and  for  us  to  call  the 
children  home."  1 replied,  “She  Just  might 
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die.  Please  bring  her  to  the  emergeney  room 
so  I can  examine  her  because  we  might  have 
to  put  her  in  the  hospital."  1 resol \ed  not  to  be 
caught  again  if  1 could  help  it. 

Mama  was  brought  to  the  hospital  where  1 
examined  her  and  my  worst  fears  were  con- 
firmed. 1 could  find  nothing  wrong  with  her. 
Not  only  was  there  nothing  wrong  with  Mama 
on  physical  examination,  but  all  the  tests  and 
X-rays  1 ordered  w'ere  within  normal  limits. 
Remembering  that  Moss  had  died  promptly 
after  the  last  child  amved.  I felt  that  I was  in  a 
race  with  the  time  her  last  child  arrived. 

Dr.  Stuckey  came  into  the  hospital  and  1 
asked  him  to  see  this  patient  “who  was  going 
to  die."  He  checked  her  over  and  looked  over 
the  chart  and  said.  "This  woman  is  not  going 
to  die.  There  is  nothing  wrong  w ith  her." 

Two  days  later  the  last  child  arrived  and 
spoke  to  the  patient  who  died  that  same  day. 

One  day  Dr.  Stuckey  and  1 were  standing  in 
front  of  the  hospital  and  he  told  me  the  fol- 
lowing tale. 

This  incident  must  have  occurred  around 
1920  or  before  when  he  was  visiting  a patient 
in  the  first  hospital  built  in  Orangeburg. 
While  he  was  there  an  emergency  case  came 
into  the  emergency  room.  He  was  the  only 
physician  in  the  building  so  the  nurse  asked  if 
he  would  see  this  patient  and  he  did. 

It  seems  that  there  was  an  industry  of  some 


kind  in  Orangeburg  that  utilized  logs.  One  of 
the  steps  in  the  process  was  to  put  the  logs  in 
a huge  vat  of  boiling  liquid.  It  seems  that  the 
patient  worked  in  this  part  of  the  plant  and 
had  the  immense  misfortune  to  fall  into  and 
become  submerged  in  this  boiling  liquid. 
When  seen  by  Dr.  Stuckey,  he  was  perfectly 
conscious  and  free  of  pain  indicating  that  he 
had  suffered  deep  third  degree  burns  over  his 
entire  body  and  recovery  was  impossible.  He 
faced  a short  and  horrible  life  expectancy. 

Dr.  Stuckey  sized  up  the  situation  and  asked 
the  patient.  “Are  you  right  with  God?"  The 
patient  answered  that  he  was.  Dr.  Stuckey 
then  said.  “Let's  say  the  Lord's  Prayer  togeth- 
er." And  they  did.  “Then."  said  Dr.  Stuckey. 
"I  gave  him  ether  until  he  was  dead." 

Things  were  different  then.  “1 

(Henry  Jefferson  Stuckey  was  born  in  Lee 
County.  S.  C..  February  1 1.  1886.  He  graduat- 
ed from  Bishopville  High  School,  attended 
Davidson  College,  and  graduated  from  the 
Medical  College  of  South  Carolina  in  1910. 
He  came  to  Bamberg  in  1911  and  associated 
himself  with  Dr.  J.  J.  Cleckley  in  the  practice 
of  medicine.  Dr.  Cleckley  died  in  an  influen- 
za epidemic  in  1918  and  he  was  in  practice 
alone  until  his  final  retirement  in  1970.  He 
died  on  August  10.  1975.) 
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CREATE  A MEDICAL 
BREAKTHROUGH. 

Become  an  Air  Force  physician  and  find 
the  career  breakthrough  you’ve  been 
looking  for. 

• No  office  overhead 

• Dedicated,  professional  staff 

• Quality  lifestyle  and  benefits 

• 30  days  vacation  with  pay  per  year 

Today’s  Air  Force  provides  medical 
breakthroughs.  Find  out  how  to  qualify 
as  a physician  or  physician  specialist. 

Call 


To  Someone  Who  Stutters, 
It’s  Easier  Done  Than  Said. 

The  fear  of  speaking  keeps  many 
people  from  being  heard.  It  you 
stutter  or  know  someone  who  does, 
call  tor  our  tree  informative 
brochures  on  prevention  and 
treatment  of  stuttering. 
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THE  INTERIM  MEETING  OF  THE  AMA 
HONOLULU,  HAWAII 
DECEMBER  2-7, 1994 

REPORT  OF  THE  SCMA  DELEGATION 

WALTER  J.  ROBERTS,  JR.,  M.  D.* 


The  1994  Interim  Meeting  of  the  House  of  Del- 
egates of  the  American  Medical  Association  was 
held  in  Honolulu,  Hawaii  December  4-7, 1994. 
The  meeting  was  attended  by  all  members  of  the 
South  Carolina  delegation,  by  SCMA  President 
Marion  Burton,  President-Elect  Ned  Nicholson 
and  Treasurer  Carol  Nichols.  Also  in  attendance 
was  our  CEO  Bill  Mahon.  Drs.  March  Seabrook 
and  Dina  Grice,  delegates  to  the  Young  Physi- 
cians Section  of  AMA,  attended  that  meeting, 
which  was  held  just  prior  to  the  meeting  of  the 
AMA  House  of  Delegates.  Dr.  Seabrook's  com- 
ments are  printed  on  page  4 of  this  report. 

South  Carolina’s  Board  of  Trustees  member.  Dr. 
Randolph  Smoak,  continues  his  rise  as  a major 
player  at  the  national  level  on  behalf  of  the  physi- 
cians of  our  state.  In  addition  to  his  increasing 
visibility  as  a spokesman  on  vital  issues  for 
AMA — most  recently  regarding  AMA’s  fight 
against  the  tobacco  interests — Randy  has 
become  the  chairman  of  the  AMA  board's 
finance  committee,  a very  important  position.  We 
are  proud  of  his  accomplishments  and  appre- 
ciative of  his  commitment. 

As  is  the  consistent  format  for  the  S.  C.  Dele- 
gation, the  numerous  reports  and  resolutions  pre- 
sented to  the  House  of  Delegates  were  careful- 
ly reviewed  and  critiqued  prior  to  the  meeting. 
I am  always  proud  of  the  delegation’s  under- 
standing and  knowledge  of  the  issues,  and  their 
willingness  to  address  these  problems  on  behalf 
of  South  Carolina  physicians.  South  Carolina  had 
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no  resolutions  to  present  at  this  meeting,  but 
many  of  the  prior  resolutions  which  have  sprung 
from  the  actions  of  the  South  Carolina  Medical 
Association  House  of  Delegates  are  helping 
shape  AMA  policy  as  it  evolves.  Worthy  of  men- 
tion in  this  regard  are  the  proposals  South  Car- 
olina has  made  in  the  ongoing  efforts  at  restruc- 
turing Medicare,  and  our  resolution  from  the 
Annual  Meeting  demanding  that  the  Medicare’s 
usage  of  the  Resource-Based  Relative  Value  Sys- 
tem (RBRVS)  be  a formula  for  an  appropriate 
method  of  compensating  physicians  for  their  ser- 
vices, and  not  as  a cost  containment  tool  for  gov- 
ernmental programs. 

In  my  opinion,  the  interim  meeting  of  the  AMA 
House  of  Delegates  was  marked  by  two  impor- 
tant events:  one,  the  failure  in  the  effort  of  Pres- 
ident Clinton  and  his  supporters  in  Congress  to 
secure  their  goals  in  Health  Care  Reform;  and 
two,  the  resounding  success  of  the  Republican 
party  in  the  November  congressional  elections. 
These  two  occurrences  have  led  to  significant 
reshaping  of  AMA’s  approach  to  its  ideas  with 
respect  to  Health  Systems  Reform,  and  has 
demanding  implications  on  AMA’s  approach 
toward  issues  such  as  insurance  reform,  tort 
reform  and  anti-trust  relief. 

Also  in  my  opinion,  the  business  of  Medicine — 
as  opposed  to  the  science  and  “profession”  of 
Medicine — is  fraught  with  ambivalence  as  never 
before.  The  most  visible  and  debated  of  these 
ambivalences  is  the  burgeoning  increase  and 
penetration  of  “Managed  Care”  in  our  practices. 
Clearly,  AMA  is  on  the  horns  of  a great  dilem- 


ma  in  its  continued  efforts  at  supporting  fee-for- 
service  medicine,  while  its  constituency,  the 
physician  population  of  the  country,  daily 
becomes  more  and  more  dependent  on  managed 
care  contracts  to  remain  financially  functional 
and  even  viable. 

HEALTH  SYSTEMS  REFORM 

As  stated  above,  the  demise  of  President  Clin- 
ton’s Health  Reform  plan  has  had  an  impact  on 
AMA’s  program  as  well.  It  should  be  remem- 
bered that  AM  A began  as  far  back  as  1989  with 
the  premise  that  something  had  to  be  done  about 
the  Health  System  with  particular  respect  to 
access  of  every  American  citizen  to  appropriate 
medical  care.  Also  implicit  in  the  concern  was 
the  ever-increasing  cost  of  medical  care,  as  it 
consumed  more  and  more  of  the  Gross  Nation- 
al Product.  From  these  concerns  sprang  AMA’s 
Health  Access  America,  our  plan  for  Health  Sys- 
tems Reform.  It  should  also  be  remembered  that 
much  of  President  Clinton’s  plan  arose  from 
ideas  advanced  by  Health  Access  America. 

In  light  of  this  event,  the  AMA  is  now  backing 
what  has  come  to  be  known  as  “incremental 
reform’’  of  Health  Care.  Universal  coverage  is 
viewed  as  something  to  be  hoped  for  in  the 
future,  but  not  a viable  goal  at  present.  Insurance 
reform  is  a bandied-about  term  which  is  certainly 
needed  and  should  be  sought.  Tort  reform,  per- 
haps in  the  realm  of  federal  initiatives,  will  con- 
tinue to  be  pursued.  (It  should  be  recognized  by 
South  Carolina  physicians  that  in  most  parts  of 
the  country,  unlike  South  Carolina,  medical  Lia- 
bility continues  to  be  a raging,  costly  practice 
issue).  Anti-trust  relief  for  physicians  clearly 
remains  another  goal  for  “incremental  reform,’’ 
since  physicians  need  and  deserve  the  right  to 
bargain  collectively  in  their  effort  to  preserve 
their  practices. 

Finally,  AMA  reform  priorities  include  ideas  for 
helping  our  patients  in  the  area  of  financing 
health  care.  The  creation  of  Medical  Savings 


Accounts  is  a much  discussed  plan,  hopefully  to 
be  designed  to  encourage  individual  responsi- 
bility for  health  care  decisions.  Also,  it  is  hoped 
that  tax-relief,  at  least  equal  to  what  large  indus- 
tries enjoy  in  purchasing  health  insurance  for 
their  employees,  can  be  afforded  small  busi- 
nesses and  individual  purchasers. 

MANAGED  CARE 

The  AMA  Board  of  Trustees  presented  to  the 
House  of  Delegates  a long  and  detailed  report 
describing  trends  in  Managed  Care.  As  stated 
previously,  though  there  continues  to  be  emo- 
tional support  for  fee-for-service  medicine,  and 
a prevailing  sentiment  that,  all  things  considered, 
fee-for-service  medicine  should  be  best  for 
patient/physician  quality  care  concerns,  AMA 
recognizes  the  reality  of  ever-increasing  expan- 
sion of  managed  care  throughout  the  country. 
Indeed,  in  many  areas  of  the  country,  managed 
care  is  the  rule  rather  than  an  exceptional  mode 
of  providing  health  care  benefits. 

The  House  of  Delegates  adopted  a resolution 
with  respect  to  the  impact  of  managed  care  which 
basically  supports  the  proposals  of  the  “Patient 
Protection  Act.’’  This  Act,  which  has  wide  sup- 
port in  Congress,  embodies  principles  to  protect 
the  patient  from  sacrificing  quality  health  care 
for  the  sake  of  financial  saving,  those  savings 
often  benefitting  some  entity  such  as  an  insur- 
ance company  or  privately-owned  HMO  rather 
than  the  patient.  It  is  hoped  that  there  wiU  be  state 
as  well  as  federal  support  for  the  Patient  Pro- 
tection Act,  since  it  appears  that  as  health  sys- 
tems reform  occurs,  and  as  managed  care  pen- 
etration advances,  the  states  will  be  the 
preeminent  player  and  decision-maker. 

The  continued  problem  regarding  “any  willing 
provider’’  laws  remains.  As  I have  said  before, 
it  is  a “two-edged  sword,”  no  simple  answer 
available,  in  my  opinion.  AMA  does  cling  to  sev- 
eral premises  which  make  good  sense,  howev- 
er. TTiese  include  demanding  that  managed  care 
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plans  publicize  their  standards  for  accepting 
panel  physician  members,  that  a physician  who 
qualifies  under  those  standards  be  allowed  to  at 
the  very  least  apply  for  such  a panel  if  he  desires, 
and  that  any  reason  for  “de-selecting”  or  termi- 
nating a physician’s  participation  in  the  plan, 
other  than  quality,  be  clearly  defined. 

ETHICS  COUNCIL  DECISIONS 

Of  the  seven  Councils  of  AMA,  one  is  certain- 
ly unique  in  its  function  and  its  responsibility.  It 
is  also  unique  in  its  autonomy.  That  Council  is 
the  Council  on  Ethical  and  Judicial  Affairs 
(“CEJA”).  CEJA’s  opinions  are  widely  quoted 
as  AMA's  official  statements  regarding  ethical 
affairs,  but  the  AMA  House  of  Delegates  does 
not  always  agree  with  those  opinions.  When 
there  is  a difference  of  opinion,  however,  CEJA 
does  not  have  to  “change  its  mind.”  This  has 
given  rise  in  the  past  to  much  interesting  and  stir- 
ring debate.  A resolution  was  introduced  by 
Louisiana  which  would  make  ethical  opinions 
by  CEJA  subject  to  approval  by  the  House  of 
Delegates,  but  was  not  adopted. 

CEJA  was  not,  however,  unresponsive  to  the 
issues  raised,  and  has  set  forth  to  be  more  open 
to  input  by  physician  members.  Included  in  this 
will  be  clearer  delineation  of  what  ethical  ques- 
tions are  being  raised,  what  agenda  is  planned 
and  who  is  planning  it,  and  more  open  dialogue 
with  the  House  in  its  opinions.  Ultimately,  how- 
ever, the  ethical  decisions  will  remain  the 
province  of  CEJA,  as  before. 


Several  important  ethical  opinions  were 
announced,  with  much  discussion  of  these  in 
Reference  Committee.  Removal  of  organs  for 
donation  from  Anencephalic  infants  was  deemed 
ethical  by  CEJA,  as  was  a pilot  project  called  The 
Pittsburgh  Protocol,  where  organ  donation  done 
immediately  following  removal  of  life  support 
is  carried  out  under  operating  room  conditions. 

OTHER  ISSUES 

A number  of  other  issues  resulted  in  resolutions 
or  will  generate  further  reports  from  the  Board 
of  Trustees  or  from  the  other  councils.  A reso- 
lution was  adopted  to  call  for  repeal  of  the 
McCarren-Ferguson  Act,  which  gives  the  insur- 
ance industry  anti-trust  exemption  which  it  uti- 
lizes unfairly.  Another  resolution  called  for  fed- 
eral legislation,  when  requested  by  state  medical 
societies,  to  secure  waivers  from  ERISA  regu- 
lations, and  to  help  secure  Medicaid  waivers 
when  needed,  to  allow  states  to  implement  health 
systems  reform.  I will  once  more  refer  you  to  the 
December  1994  issue  of  AM  News,  which  dis- 
cusses many  of  these  items  and  many  others  you 
will  find  interesting  and  important  to  you  at 
greater  length. 

May  I once  more  thank  you,  on  behalf  of  your 
South  Carolina  AMA  Delegation,  for  the  oppor- 
tunity to  serve  you.  We  are  committed  to  being 
a strong  and  visible  delegation,  and  to  do  our  best 
to  make  AMA  strong.  Please  do  not  hesitate  to 
call  me  or  any  of  the  delegation  about  any  of  your 
concerns  or  ideas.  We  will  see  that  those  con- 
cerns and  ideas  are  heard  at  a national  level. 
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REPORT  FROM  THE  YOUNG  PHYSICIANS  SECTION 
1994  INTERIM  AMERICAN  MEDICAL  ASSOCIATION  MEETING 

HONOLULU,  HAWAII 
DECEMBER  1-3, 1994 

MARCH  SEABROOK,  M.  D. 


Great  news  from  the  AM  A Interim  meeting!  A 
young  physician  will  soon  be  on  the  AM  A Board 
of  Trustees.  This  action  culminates  a two-year 
campaign  to  increase  the  diversity  on  the  AMA 
Board  of  Trustees.  An  intense  grassroots  effort 
by  the  young  physicians  has  succeeded,  and  a 
young  physician  will  be  elected  at  the  Annual 
Meeting  in  June,  1995.  The  Board  of  Trustees 
will  not  only  include  a young  physician,  but  also 
Dr.  Randy  Smoak,  a surgeon  from  Orangeburg, 
who  is  completing  his  first  term  as  a board  mem- 
ber. With  the  rapid  changes  in  health  care  deliv- 
ery it  is  crucial  that  our  concerns  are  heard  at 
every  level. 

The  Young  Physicians  Section  assembly  con- 
ducted its  business  December  1-3  in  Honolulu. 
South  Carolina  was  represented  by  March 
Seabrook,  M.  D.,  (Gastroenterologist,  Columbia) 
and  Dina  Grice,  M.  D.,(Dermatology,  Columbia). 
The  main  purpose  of  the  assembly  is  to  devel- 


op policy  for  this  Section  as  well  as  to  promote 
the  involvement  of  young  physicians  within 
organized  medicine. 

We  heard  debate  on  a total  of  20  resolutions  and 
six  reports.  The  issues  addressed  included  emer- 
gency department  utilization,  state-directed 
health  care  reform,  medical  saving  accounts, 
“any  willing  provider”  legislation,  ethicsd  use  of 
placebo  controls  and  restricted  covenants,  among 
others.  An  issue  that  generated  a significant 
amount  of  debate  was  regarding  exclusion  of 
young  physicians  from  joining  closed  HMOs. 
We  have  not  experienced  a significant  amount 
of  this  in  South  Carolina,  however,  this  is  becom- 
ing a major  problem  in  the  west  and  the  north- 
east. 

I have  enjoyed  serving  as  your  delegate  and  urge 
you  to  continue  your  support  of  the  SCMA  and 
AMA  in  the  upcoming  year.  □ 
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TOWARD  A POST-ANTIBIOTIC  ERA? 

Resistant  microorganisms  Jo  not  recognize  geograj)hic  honmlaries.  Inappropriate  or 
excessive  use  of  antimicrobial  ilriigs  by  any  person  or  practitioner  can  affect  the  entire 
ecosystem  and  cannot  be  condoned. 

—Calvin  M.  Kunin,  M.  D.' 


Such  pronouncements  as  Dr.  Kunin’s  are 
hardly  new.  We  agree  in  principle,  but  sadly 
shake  our  heads.  Yes.  ideally  physicians  should 
be  extremely  circumspect  about  prescribing 
antibiotics  on  an  empiric  basis.  Yes.  such  pre- 
scribing habits  foster  the  emergence  of  drug- 
resistant  microorganisms.  But.  no.  it  is  not  an 
easy  matter  to  comince  individual  patients  of 
the  virtues  of  therapeutic  restraint.  1 recall  the 
time,  20  years  ago  and  fresh  out  of  an  infec- 
tious disease  fellowship,  when  1 declined  to 
prescribe  antibiotics  over  the  telephone  for 
what  sounded  like  a clear-cut  viral  upper  respi- 
ratory infection.  The  patient  soon  complained 
to  one  of  my  partners;  “1  don’t  care  what  that 
doctor  said — tetracycline  helps  my  cold!” 

Yet  there  are  now  new  grounds  for  concern. 
Such  phenomena  as  multidrug-resistant  tuber- 
cle bacilli,  penicillin-resistant  pneumococci, 
and — most  especially — vancomycin-resistant 
enterococci  raise  the  grim  possibility  that  we 
may  be  rapidly  heading  toward  a post-antibi- 
otic era.  No  new  classes  of  antibiotics  are  on 
the  horizon.  We  are  rapidly  exhausting  the  old 
ones.  Some  evolutionary  biologists  suggest 
that  the  “age  of  antibiotics”  may  eventually 
prove  to  have  been  a transient  phenomenon. 
We  humans  seem  to  have  enormously  reckless 
appetites  for  whatever  makes  us  feel  good, 
and  we  are  not  accustomed  to  denying 
resources  to  individuals  who  are  able  to  afford 
it.  Recently.  Newsweek  screamed  on  its  cover: 
“Antibiotics:  The  End  of  Miracle  Drugs?”’ 
Sensational  journalism?  Possibly — but  serious 
scientists  are  raising  the  same  issue. 

Let  us  briefly  review  some  of  the  cuiTent 
issues: 


• Methiei  1 1 in- resistant  Staphylococcus 
aureus  (MRSA);  These  staphylococci  are  no 
more  virulent  than  methicillin-sensitive 
strains,  but  require  vancomycin  for  definitive 
treatment.  Having  a unique  penicillin  binding 
protein  known  as  PBP2a.  they  are  more  prop- 
erly called  “hroadly-beta-lactam-resistant” 
since  neither  penicillins  note  cephalosporins 
are  likely  to  work  irrespective  of  in  vitro  sen- 
sitivity results.  Their  frequency  continues  to 
increase  at  many  centers.  Prior  use  of 
quinolone  antibiotics  appears  to  be  a risk  fac- 
tor; in  one  study,  patients  who  had  received 
quinolones  (such  as  ciprofloxacin  or 
ofloxacin)  were  four  times  more  likely  to 
acquire  MRSA  infection  compared  to  patients 
who  had  not  been  treated  with  quinolones.' 
Despite  the  common  practice,  patients  should 
not  be  excluded  from  nursing  homes  or  other 
long-term  care  facilties  Just  because  they  are 
colonized  with  MRSA.”* 

• Methicillin-resistant  coagidase-negative 
staphylococci  (MRSE — for  “methicillin- 
resistant  S.  epidernudis):  These  staphylococci 
continue  to  be  the  implant  surgeon's  nemesis. 
More  than  50  percent  of  coagulase-negative 
staphylococcal  isolates  at  most  U.  S.  hospitals 
are  methicillin-resistant.  The  situation  is  simi- 
lar to  that  with  MRSA  in  at  least  three 
respects:  ( I ) the  mechanism  of  resistance  is  a 
penicillin  binding  protein  with  reduced  affini- 
ty for  beta-lactam  antibiotics;  (2)  cephalo- 
sporins and  other  beta-lactam  antibiotics  are 
unlikely  to  be  effective  clinically  even  when 
in  vitro  susceptibility  results  suggest  other- 
wise; and  (3)  vancomycin  is  the  drug  of 
choice.  And  unfortunately,  the  slime  that 
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MkSl{  strains  rorin  aromul  Ibrcign  botlics  can 
actually  inactivate  vancomycin! 

• Pciiicilliii-rcsislant  pneumococci  tl^RvSI’ 
for  “penicillin-resistant  S.  pneumoniae):  Until 
recently,  pneumococci  with  high-level  resis- 
tance to  penicillin  (i  were  infreciuent  in  the 
United  States.  Today,  strains  with  low-level 
resistance  (MIC's  0.1  to  1.0  meg/ml)  are  rela- 
tively common,  and  the  ineidenee  ot  higher- 
level  resistance  is  increasing  fairly  rapidly.' 
Again,  the  molecular  basis  consists  of  peni- 
eillin-hinding  proteins  with  reduced  affinity 
for  the  antibiotic.  Although  third-generation 
eephalosporins  such  as  eefota.xime  and  ceftri- 
axone often  provide  sueeessful  therapy,  eases 
of  meningitis  due  to  strains  resistant  to  all  of 
the  beta-laetams  have  now  been  reported. 

• Vancomycin-resistant  enterococci  (VREF 
— for  “vancomycin-resistant  Enterococcus 
faccinm):  Only  three  antibiotics  have,  histori- 
cally. been  reliably  effective  against  entero- 
eoeei:  penicillin  G.  ampieillin,  and  van- 
comycin. Because  none  of  these  agents  is 
aetually  baeterieidal  against  enteroeoeei,  it 
has  been  eustomary  to  add  an  aminoglycoside 
for  infections  such  as  endocarditis  in  which  it 
is  necessary  to  assure  that  the  baeteria  are 
killed  rather  than  just  inhibited.  Penicillinase- 
producing  enteroeoeei  have  now  been  report- 
ed. Now.  vancomycin-resistant  enteroeoeei 
are  on  the  seen  and  are  aetually  inereasing 
dramatieally  in  the  intensive  eare  units  of  our 
larger  hospitals. 

The  last  of  these  observations  is  the  scariest 
of  all  for  several  reasons: 

• Enteroeoeei  are  now  the  third  most  com- 
mon nosocomial  pathogens  at  most  United 
States  hospitals,  and  the  virulenee  of  these 
baeteria  seems  to  be  increasing. 

• Enteroeoeei  resistant  to  aminoglycosides, 
beta-laetams,  and  vancomycin  are — for  all 
intents  and  purposes — imtreafahle. 

• Should  enteroeoeei  confer  the  genetic 
material  responsible  for  vaneomyein  resis- 
tance to  staphylococci,  we  would  be  con- 
fronted with  essentially  untreatable  S. 
aureus  infections.  Given  the  ubiquity  of  S. 
aureus,  the  apparent  increasing  virulence 


of  this  historieally  versatile  pathogen  (as 
evidenced  by  the  toxic  shock  syndrome), 
and  the  presenee  in  our  midst  of  an 
increasingly  uilnerable  patient  i^opulation, 
the  implications  of  this  specter  are  almost 
unthinkable. 

Although  gram-positive  cocci  have 
received  the  most  attention  in  recent  years, 
there  are  of  course  many  other  considera- 
tions. Aerobic  gram-negative  rods  (such  as 
the  Pinterobacteriaceae  and  Pseudomon- 
adaeeae)  are  inereasingly  resistant  to  beta- 
lactam  antibiotics,  including  the  newer  ones. 
A few  isolates  of  penicillinase-producing 
meningococci  have  been  deseribed,  raising 
the  frightening  possiblity  of  meningococcal 
disease  resistant  to  the  beta-lactam  agents. 
Widespread  use  of  acylovir  for  Herpes  sim- 
plex infeetions  has  spawned  resistant  mutants. 
Widespread  use  of  antiretroviral  drugs  (AZT, 
ddl.  ddC)  for  HIV  infection  has  spawned 
resistance  to  the  extent  that  some  experts  now 
caution  that  we  withhold  these  drugs  until 
patients  beeome  symptomatic.  Widespread 
use  of  antifungal  drugs  in  our  hospitals  has 
spawned  Candida  strains  resistant  to  ampho- 
tericin B and — more  reeently — to  flucona- 
zole. Widespread  use  of  prophylaxis  directed 
against  parasites  such  as  Pneumocystis  carinii 
and  Toxoplasma  gondii  for  HIV-infected 
patients  introduces  the  potential  that  these, 
too,  eould  develop  resistanee — and  unfortu- 
nately, we  have  few  ways  to  sereen  for  such 
resistance  until  it  is  too  late. 

What  ean  be  done?  Obviously,  there  is  a 
need  to  search  for  newer  and  better  antibi- 
otics and  to  search  for  effective  vaccines.  But 
equally  obviously,  there  is  a need  for  us  to  re- 
evaluate the  impact  of  antibiotic  prescribing 
practices.  Would  rotating  antibiotics  make 
sense?  Would  developing  more  stringent 
algorithims  for  antibiotic  prescribing  help? 
Would  promoting  public  awareness  help? 
One  recent  reviewer  concluded; 

The  responsibility  of  reducing  resistance 
lies  with  the  physician  who  uses  antimicro- 
bial agents  and  with  patients  who  demand 
antibiotics  when  the  illness  is  viral  and 
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when  antibiotics  are  not  indicated.'’ 

Individually,  we  must  continue  to  try  to 
exercise  restraint.  Collectively,  we  must 
oppose  efforts  by  certain  parties  to  promote 
further  licensing  of  over-the-counter  use  of 
antibiotics  without  a physician's  prescription. 
Failure  in  this  area  would  be  an  enormous 
setback  to  the  medical  progress  that  both  we 
and  the  public  so  often  take  for  granted. 

— CSB^ 
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TAHEE 

RESISTANCE  OF  BACTERIA  TO  ANTIBIOTICS:  CURRENT  AND  FUTURE  CRISES^ 


ANTIBIOTICS 

CURRENT  CRISES 

FUTURE  CRISES 

Beta-lactams 

S.  pneumoniae 

N.  meningitidis 

Penicillins 

S.  epiclermichs 

Enterobacteriaceae* 

Cephalosporins 

P.  aeruginosa 

Bacteroides 

Monobactams 

E.  cloacae 

Haemophilus 

Carbapenems 

Xanthomonas 

Enterococci 

Eluroquinolones 

Ciprofloxacin 

Ofloxacin 

Norfloxacin 

Lomefloxacin 

MSRA** 

Pseudomonads 
Enterobacteriaceae* 
Haemophilus 
N.  gonorrhoeae 

Aminoglycosides 

Gentamicin 

Tobramycin 

Streptococci 

Pseudomonas 

Enterobacteriaceae* 

Enterobacteriaceae* 

Streptococci 

Macrolides-lincosamides 

Erythromycin 

Clarithromycin 

Azithromycin 

Enterococci 

5.  pneumoniae 
S.  pyogenes 
S.  agalactiae 
M.  tuberculosis 

Chloramphenicol 

S.  pneumoniae 

Tetracyclines 

Tetracycline 

Doxycycline 

Minocycline 


Enterobacteriaceae* 

Cholera 


Rifampin 

Trimethoprim-sulfamethoxazole 


Glycopeptides 

Vancomycin 

Teicoplanin 

Mupirocin 


MRSA** 

Enterobacteriaceae* 

Neisseria 

Haemophilus 

Enterococcus  faeci urn 


S.  aureus 
M.  tuberculosis 

H.  influeuzue 
P.  cepacia 
S.  pneumoniae 

MRSA** 

MRSE** 

Streptococci 

Staphylococci 

Streptococci 


*E.g.,  E.  coli.  Klebsiella,  Enterobacter,  Serratia,  Salmonella 

**For  abbreviations,  see  text. 
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Letters  to  t(;e  EdiUw 


A ULSSON  IN  Ni:ilK()L()(;V  FROM 

Tin:  iian(;man 

to  llic  Iklilor: 

Long  before  neurologists  appeared  on  the 
seene.  the  liangnian  was  well  aware  that  pri- 
apism was  a sure  sign  of  fatal  injury  to  the 
upper  spinal  eord. 

Oltler  readers  will  reeall  that  when  hanging 
was  a eommon  form  of  legal  exeeution,  the 
eondemned  was  brought  to  the  gallows  bare- 
footed and  wore  an  unkempt  set  of  trousers; 
there  was  a purpose  to  this.... 

The  exeeutioner  was  careful  to  place  the 
hangman's  knot  over  the  central  part  of  the 
upper  neck  so  that  when  the  eondemned  was 


brought  to  a sudden  stop  below,  the  central 
knot  sna|-)ped  against  the  spine  with  great 
force,  injuring  the  cervical  spinal  cord 
beneath. 

L'ollowing  the  drop,  the  hangman  went 
below,  lowered  the  trousers  and  if  priapism 
was  present  he  knew  his  Job  was  properly 
done. 

(Sometimes  persons  were  executed  by 
hanging  with  the  knot  placed  on  the  side  of 
the  neck;  such  people  were  choked  to  death 
and  look  several  minutes  to  expire.) 

John  P.  Gallagher,  M.  D. 

1483  Village  Square 

Mount  Pleasant,  SC  29464 


THE  ARMY  RESERVE  OFFERS  UNIQUE  AND 
REWARDING  EXPERIENCES. 


800-USA-ARMY 
ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE: 


As  a medical  officer  in  the  Army  Reserve  you  will  be  offered  a 
variety  of  challenges  and  rewards.  You  will  also  have  a unique 
array  of  advantages  that  will  add  a new  dimension  to  your 
civilian  career,  such  as; 

• special  training  programs 

• advanced  casualty  care 

• advanced  trauma  life  support 

• flight  medicine 

• continuing  medical  education  programs  and  conferences 

• physician  networking 

• attractive  retirement  benefits 

• change  of  pace 

It  could  be  to  your  advantage  to  find  out  how  well  the  Army 
Reserve  vdll  treat  you  for  a small  amount  of  your  time.  An  Army 
Reserve  Medical  Counselor  can  tell  you  more,  call  collect ; 


Oh  me  Cozier. 


ROLFE  ELDRIDGE  HUGHES,  M.  D.  1868-1933,  PRESIDENT  SCMA,  1929 


R.E.  Hughes  was  a Virginian,  born  May  5, 
1868  in  Columbia,  VA,  to  E.  Tucker  and 
Nanie  Perkins  Hughes.  He  was  a direct 
descendent  of  Pocahontas.  He  attended  the 
University  of  Maryland,  receiving  his  M.  D. 
degree  in  1892.  His  first  practice  was  in 
Abingdon,  VA,  where  he  stayed  until  moving 
to  Laurens,  SC,  in  1898. 

In  1900  he  married  Hallie  Cosby  of  VA. 
They  had  three  children.  Dr.  Hughes  was  a 
member  of  the  Laurens  County  Medical  Soci- 
ety, the  SCMA,  and  the  Southern  and  Tri- 
State  Associations.  He  was  secretary-treasur- 
er of  the  latter  for  17  years  until  he  was  elect- 
ed its  president  in  1907. 

Dr.  Hughes’  presidential  address  to  the 
SCMA  in  Charleston,  May  8,  1929,  stressed 
two  major  problems  in  South  Carolina  that  he 
felt  should  be  addressed  by  the  Association. 
The  first  was  the  need  for  more  beds  in  tuber- 
culous sanataria.  He  pointed  out  that  even 
though  there  was  a very  effective  treatment 
for  TB,  there  had  been  over  1,000  deaths  in 


the  Negro  population  in  1928.  "The  doctor  is 
the  one  to  meet  this  and  he  can  in  South  Car- 
olina. He  will  as  he  always  has  done,  do  his 
full  duty." 

The  second  urgent  problem  was  the  marked 
increase  in  mental  diseases,  many  caused  by 
pellagra  “which  is  preventable.”  Dr.  Hughes 
urges  his  colleagues  to  become  more  knowl- 
edgeable on  diseases  of  the  mind.  “The  office 
of  the  physician  extends  equally  to  the  purifi- 
cation of  the  MIND  and  BODY.  To  neglect 
the  one  is  to  expose  the  other  to  evident 
peril.”  (Plato) 

The  speech  concludes 

Is  it  our  duty  to  get  more  sanitaria  care  for 
the  indigent  tuberculous?  Is  it  a duty  of  ser- 
vice to  broaden  out  on  Mental  Hygiene?  If 
not  then  the  subjects  can  be  dismissed  and 
we  can  leave  them  to  some  philanthropic 
individual  or  Humane  Society  and  orga- 
nized medicine  fails.” 

Betty  Newsom 

The  Waring  Historical  Library 
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LEADERSHIP  CONELUENCE  I 


Chicago’s  Drake  Hotel  was  the  site  of  the  American  Medical  Association  Alliance's  1994-1995 
Leadership  Conl'luenee  L Oetober  2-4,  1994.  An  enthusiastie  group  of  presidents-elect  from  all 
aeross  the  nation  were  given  invalnable  tips  and  teehniqnes  for  snecess  in  the  npeoming  year. 
Topic's  included  ideas  to  inerease  and  retain  membership,  methods  of  getting  media  coverage  for 
alliance  events,  speaking  with  impaet.  and  updating  our  leadership  styles.  There  were  also  semi- 
nars coneerning  family  violence,  violenee  in  our  communities,  and  media  effeets  on  ehildren. 

The  AMAA's  Strategic  Planning  Task  Force  presented  its  plans  for  the  future  of  our  national 
organization,  while  a legislative  update  brought  attention  to  ehanges  affeeting  all  medieal  fami- 
lies. Displays  feature  programs  of  allianees  and  auxiliaries  from  each  state  and  publieations  from 
the  AMAA  highlighted  the  Idea  Fair.  Time  was  set  aside  to  share  ideas  during  round  table  discus- 
sions and  organized  meal  times. 

South  Carolinians  in  attendanee  found  a small  amount  of  free  time  in  whieh  to  beeome  better 
acquainted  with  each  other  and  enjoy  being  tr)gether.  This  group  ineluded  Gina  Hellstrom  from 
Anderson  County.  Glinda  McIntyre  from  Richland  County.  Norma  Bannon  from  Spartanburg 
County.  Juanita  Wright  from  Lexington  County  and  Suzanne  Rudisill  from  Greenville  County. 
Our  leader  was  Kiki  Sanford,  SCMAA  President-eleet.  Everyone  left  the  meeting  with  many  new 
ideas  and  lots  of  enthusiasm  to  share  with  our  loeal  allianees  and  auxiliaries.  Some  also  left  with 
a few  extra  shopping  hags! 

Conlluenee  II  will  be  held  January  28-31.  1995  at  the  Drake  Hotel  in  Chicago.  Participating 
from  SCMAA  will  be  Mrs.  H.  Woodliff  Sanford  (Kiki).  SCMAA  President-eleet.  Mrs.  Steven 
Coker  (Joanne)  from  Florence  County.  Mrs.  Scott  W.  Smith  (Catherine)  from  Greenwood  Coun- 
ty, Mrs.  Brad  M.  Simpson  (Angela)  from  Pickens  County,  Mrs.  Dennis  M.  Clemens  (Mary)  and 
Mrs.  Christopher  Schroeder  (Lisa)  from  York  County.  Mrs.  William  Hester  (Betty)  and  Mrs. 
Michael  Grayson  (Hope)  are  both  on  the  AM  A Alliance  board. 

As  submitted  to  Kiki  Sanford,  SCMAA  President-elect 
by  Suzanne  Rudisill  (Mrs.  L.  Edwin) 

President-eleet,  Greenville  County  Medical  Auxiliary 
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Matters  of  Interest 
to  South  Carolina 
Physicians. 


Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


ACT  QUICKLY  TO  ACQUIRE 
DISABILITY  INSURANCE 


Your  opportunity  to  acquire  a disability 
insurance  policy  with  a guaranteed 
premium  will  be  lost  very  soon.  If  you 
need  to  protect  your  income  and  are 
ever  again  going  to  purchase  disability 
insurance,  do  it  now  I 

For  the  last  several  months,  we’ve  written 
about  the  crisis  in  the  disability  insurance 
market.  This  month  contains  more  of  the 
same  as  announcements  of  sweeping 
changes  have  occurred  on  almost  a daily 
basis. 

Since  the  December  issue,  several  more 
companies  have  downgraded  occupational 
classifications  for  physicians.  An 
occupational  downgrade  increases  the 
premium  and  lowers  the  quality  of  the 
definitions  in  the  policy. 


The  maximum  monthly  benefit  available 
was  substantially  reduced  in  many 
companies.  Health  underwriting  was 
tightened-up  significantly.  Benefit  periods 
were  shortened.  Certain  companies 
imposed  two  year  benefit  periods  for 
mental  or  emotional  claims.  Expect  the 
companies  that  have  not  instituted  these 
changes  to  do  so  in  the  immediate  future. 

OPPORTUNITY  STILL  EXISTS 

SCMA  members  are  eligible  for  a 25% 
premium  discount  on  disability  policies 
issued  by  Connecticut  Mutual.  As  of  the 
day  we  are  writing  this  (January  3,  1995), 
Connecticut  Mutual  will  still  issue  its  non- 
cancelable  disability  policy  to  physicians. 


We  fully  expect  the  company  to  make 
changes  to  its  product  and  issue  rules.  We 
do  not  know  the  timing  nor  the  nature  of 
the  changes.  They  could  come  at  any 
time. 

However,  until  changes  are  announced, 
the  opportunity  remains  to  acquire  a 
disability  policy  with  a guaranteed 
premium  and  the  highest  quality 
definitions.  Males  and  female  physicians 
currently  pay  the  same  rates.  This  window 
may  close  at  any  moment  so  the  time  to 
act  is  very,  very  short. 

RECOMMENDATION 

We  strongly  recommend  that  you 
purchase  as  much  individual,  non- 


cancelable  insurance  as  you  can  get 
before  Connecticut  Mutual  announces 
changes. 

Once  you  are  issued  a policy,  the 
premium  cannot  be  changed  prior  to 
your  age  65  nor  can  any  restriction  be 
put  on  the  policy. 

Premiums  will  never  again  be  as  low  as 
they  are  today.  Policy  language  will 
never  again  be  as  good  as  it  is  today. 

If  you  are  ever  again  going  to  acquire 
disability  insurance,  DO  IT  NOW! 

To  receive  information,  call  our  office 
or  SCMA. 


views  expressed  herein  are  those  of  the  authors  only  and  In  no  way  represent  the  SCMA.  We  do  not  give  tax  advice.  Only 
your  attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Sending  the  members  of  the  South  Carolina  Medical  Community. 
P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1 -800-742-3669 


INFORMATION  FOR  AUTHORS 


The  mission  of  The  Journal  is  to  advance  the 
art  and  science  of  medicine;  to  promote  the 
ideals  of  the  South  Carolina  Medical  Associa- 
tion; to  encourage  scholarship  and  good  will 
among  South  Carolina  physicians;  and  to  dis- 
seminate information  specifically  applicable 
to  the  health  care  of  South  Carolinians.  We 
encourage  original  articles  and  letters  to  the 
editor  of  potential  benefit  and  interest  to  the 
members  of  the  South  Carolina  Medical 
Association. 

CORRESPONDENCE:  All  manuscripts  and 
correspondence  should  be  addressed  to  The 
Editor,  The  Journal  of  the  South  Carolina 
Medical  Association,  PO  Box  11188, 
Columbia,  SC  29211. 

COPYRIGHT:  All  manuscripts  should  be 
accompanied  by  a transmittal  letter  to  the  edi- 
tor, which  should  contain  the  following  para- 
graph: 

“This  original  work  has  not  been  submitted 
or  published  elsewhere,  in  entirety  or  in  part. 
1 (we)  hereby  transfer,  assign,  or  otherwise 
covey  all  copyright  ownership  to  the  South 
Carolina  Medical  Association  in  the  event 
that  this  work  is  published  by  the  SCMA.” 

We  request  authors  to  advise  the  editor  of 
any  prior  or  anticipated  duplication  of  their 
work  in  other  publications.  Submission  of 
material  as  a “companion  article”  to  material 
submitted  elsewhere  is  discouraged. 

PRIORITY  FOR  PUBLICATION:  The 

Journal  was  founded  in  1905  especially  as  a 
place  for  practicing  physicians  to  publish 
their  original  observations.  This  purpose  con- 
tinues to  receive  priority.  Growth  of  institu- 
tions, especially  of  medical  school  faculties, 
during  this  century  may  be,  at  least  in  part, 
responsible  for  a decreased  tendency  for  prac- 
ticing physicians  to  attempt  scholarly  work. 
Concerned  about  this  trend.  The  Journal 
encourages  practicing  physicians  to  report 
original  observations,  including  series  of 
cases  or  individual  case  reports. 

The  Journal  also  welcomes  timely  review 
articles  by  institution-based  physicians.  How- 
ever, it  is  the  philosophy  of  the  Editorial 


Board  that  state  medical  journals  do  not  rep- 
resent an  appropriate  forum  for  research  find- 
ings of  a specialized  nature.  Such  findings,  it 
is  felt,  belong  in  national  or  regional  specialty 
or  subspecialty  journals.  Articles  by  institu- 
tion-based physicians  should  serve  the  infor- 
mation needs  of  a general  physician  reader- 
ship.  Articles  dealing  with  social,  economic, 
and  ethical  issues  are  strongly  encouraged. 
Historical  or  philosophical  essays  are  also 
welcomed,  although  these  are  given  lower 
priority  compared  to  the  above  categories. 

On  account  of  both  space  limitations  and 
also  our  desire  to  encourage  scholarship  by  as 
many  South  Carolina  physicians  as  possible, 
it  is  our  poliey  to  decline  publication  of  more 
than  two  (2)  manuscripts  by  one  author  or 
group  of  authors  within  any  calendar  year  or 
1 2-month  period. 

REVIEWING  AND  RESPONSIBILITY 
TO  READERSHIP:  We  will  make  every 
effort  to  review  manuscripts  promptly.  All 
manuscripts  will  be  reviewed  by  our  editorial 
office,  and  when  indicated  the  opinions  of 
outside  consultants  will  be  solicited. 

We  welcome  criticisms  of  journal  content 
by  members  of  the  South  Carolina  Medical 
Association. 

FINANCIAL  DISCLOSURE:  Upon  accep 
tance  of  manuscripts  for  publication,  we 
require  disclosure  of  financial  interest  in 
pharmaceutical  firms  or  other  business  enter- 
prises when  SLieh  disclosure  seems  to  be 
appropriate  to  the  editor  or  to  members  of  the 
Editorial  Board. 


TYPES  OF  ARTICLES  ESPECIALLY 
WELCOMED  FOR  CONSIDERATION 

1.  Original  scientific  observations  (including  case 
reports)  made  by  practicing  physicians. 

2.  Concise,  timely  review  articles  (see  “Priority  for 
Publication”). 

3.  Articles  pertaining  to  current  social,  economic, 
and/or  ethical  issues  affecting  the  practice  of 
medicine. 

4.  Information  uniquely  pertinent  to  the  health 
care  of  South  Carolinians. 
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KKPRIN'I'S:  These  will  he  made  available 
by  the  printer  at  establislied  rates,  at  the  time 
()l  mailing  of  galley  |■)roofs. 

U:N(; HI  of  AKTICLES:  We  prefer  eon- 
eise  artieles  of  approximately  2, 500  words 
(approximately  eight  typewritten  pages,  dou- 
ble spaeed).  with  no  more  than  10  referenees. 

We  regret  that  space  considerations  limit 
our  ability  to  publish  longer  articles,  and 
request  that  authors  adhere  to  the  above 
guidelines.  Similarly,  tables  and  illustrations 
(sec  below),  should  be  kept  to  a minimum, 
and  be  specific  and  pertinent. 

Authors  desiring  to  make  additional  data  or 
additional  referenees  available  to  readers  are 
encouraged  to  do  so  by  adding  footnotes  to 
the  effect  that  “additional  references  (or 
tables  derived  from  this  data  base,  etc.)  are 
available  from  the  authorts)  upon  request.” 

MANUSCRIPTS:  If  available,  these  should 
be  furnished  on  a 3 1/2”  disk,  with  two  type- 
written hard  copies.  Otherwise,  they  should 
be  typewritten,  double-spaced,  and  on  one 
side  of  the  paper.  The  original  and  one  copy 
should  be  submitted.  The  title  page  should 
indicate  the  title,  author(s).  author's  address, 
and  academic  appointments,  if  any.  We 
request  that  the  author’s  name  not  appear  on 
subsequent  pages,  to  permit  “blind”  review  of 
the  article,  when  desired.  Authors  should 
retain  one  copy  for  use  in  proofing.  Written 
correspondence  concerning  proposed  (poten- 
tial) manuscripts  is  welcomed. 

ILLUSTRATIONS:  These  should  be  sub- 
mitted as  glossy,  black  and  white  prints  no 
larger  than  a standard  page;  smaller  prints  are 
desired.  Ordinarily,  publication  of  four  small 
illustrations  or  tables,  or  the  equivalent,  will 
be  paid  for  by  The  Journal.  Any  number 
beyond  this  must  be  paid  for  by  the  author 
except  under  unusual  conditions.  Illustrations 
should  not  be  mounted,  stapled,  or  clipped. 
On  the  back  side  of  each  illustration,  the  arti- 
cle title,  figure  number,  and  top  of  figure  (but 
not  the  author)  should  be  noted  lightly  in  pen- 


cil. Legends  for  illustrations  should  be  typed 
on  a separate  sheet  of  paper. 

REFERENCES:  d hese  should  be  cited  con- 
secutively in  the  text,  in  superscript,  e.g., 
“Bottsi'ord,  ct  ah’  ...”  We  recommend  no  more 
than  10  referenees,  selected  from  more  recent 
publications  in  accessible  journals  in  most 
instances.  Standard  Journal  abbreviations 
should  be  used,  with  the  style  for  Journal  arti- 
cle being  as  follows: 

3.  Bottsi'ord  JE,  Bearden  RC,  Bottsford  JG; 
A ten  year  community  hospital  experi- 
ence with  abdominal  aorta  aneurysms.  J 
SC  Med  Assoc  79:57-62,  1983. 

SYMPOSIUM  ISSUES:  We  welcome  pro- 
posals for  special  symposium  issues.  Guide- 
lines for  Guest  Editors  of  symposium  issues 
are  available  from  The  Journal  office. 

MATERIAL  FOR  COVER:  The  illustrations 
for  the  cover  of  The  Journal  are  selected  by 
the  Curator  of  the  Waring  Historical  Library, 
Charleston.  S.C.  The  Journal  welcomes  sug- 
gestions and  illustrations  for  the  cover.  Such 
suggestions  should  be  sent  to  the  editorial 
office. 


rop:  foundation  awards 

Through  a gift  by  the  Roe  Foundation,  a Thomas 
A.  and  Shirley  W.  Roe  award  of  $3,000  has  been 
given  each  year  since  1985.  The  award  is  given  on 
alternate  years  to  a practicing  physician  or  to  an 
institution-based  physician. 

All  manuscripts  submitted  by  South  Carolina 
physicians  will  be  considered  for  the  award.  Thus, 
manuscripts  should  not  be  submitted  specifically 
for  this  award;  rather  they  should  adhere  to  our 
priorities  for  publication.  On  alternate  years,  all 
articles  published  during  the  previous  two  years  by 
either  practicing  physicians  or  by  institution-based 
physicians  are  reviewed  and  judged  by  our 
Editorial  Board.  The  board  may  consult,  when 
appropriate,  with  outside  referees  prior  to 
rendering  its  decision. 

Presentation  of  the  award  is  made  before  the 
House  of  Delegates  at  the  annual  meeting  of  the 
South  Carolina  Medical  Association. 
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Attention:  Physicians 


Have  your  patients'  medicines 
had  a check-up? 

IVtany  of  your  patients  take  several  different  medicines  every  day.  Separately 
each  one  works  well.  But  if  they  take  two  or  more  different  medicines  in 
combination  without  checking  with 
you  to  be  sure  they  work  safely 
together,  they  can  sometimes  be 
harmful. ..even  dangerous. 

The  next  time  you  prescribe  a 
medicine,  ask  your  patients; 

"Wliat  other  prescription  and 
nonprescription  medicines 
are  you  taking?" 


A public  service  message  from  the  National  Council  on  Patient  Information  and  Education  (NCPIE)  and  the  U.S.  Administration  on  Aging 


I I 

YES!  Please  send  me  free  information  to  use  when  talking 
with  my  patients  about  their  multiple  medicine  use. 


State 


Zipcode 


Mail  to; 

^ ^ NCriE 

m m 


666  Eleventh  Street,  NW 
Suite  810 

Washington,  DC  20001 


A lab  in  your  office  is  a proven  benefit  to 
your  |xilienls,  your  practice,  and  your  inde- 
pendence. But  what  about  the  tinie-eonsuni- 
ing  aggravations  of  government  regulations, 
supplier  relationsliips,  personnel  training  and 
management,  quality  control,  record  keeping, 
and  thousands  of  other  details?  Lab  Partners’ 


turnkey  solution  does  it  all  for  you  at  a lower 
cost  than  you  can  do  it  for  yourself!  We  are  a 
new  kind  of  service  organization  that  works 
I'or  the  physician  to  provide  on-site  diagnostic 
testing.  Call  Lab  Partners,  Inc.  collect,  (704) 
542-I4HH,  or  ja.x  (704)  542-2151,  to  .xcc  one 
ofonr  labs  in  action. 
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Does  your 
medical  practice 
need  a check-up? 

. . . It’s  time  to  schedule 
an  appointment  with 
MedCorp  Health  Systems. 


/ Comprehensive  Practice  Assessments 
/ On-Site  Practice  Management 
/ Specialized  Consulting 


MedCorp  Health  Systems,  Inc. 
4408  Forest  Drive,  Suite  200 
Columbia,  SC  29206 
(803)  782-2485 
(800)  968-8052 
(803)  782-3294  Fax 


“We  couldn’t  be  happier  with  CompuSystems’  Medical  Insurance 
Processing  and  Billing  system. 


55 


Stanmore  E.  R'eed;M:D.,  O'B/GYN  Ti'swcmte.s,  Columbia,.SC 


Features  that  can’t  be  beat 

“When  we  first  began  automating  our 
practice,  we  hired  a consultant  to  help  us 
evaluate  different  computer  systems. 
After  all  the  results  were  in, 
CompuSystems'  Medical  Insurance 
Processing  and  Billing  System  won 
hands  down.  The  system’s  features, 
combined  with  the  company's  support, 
made  an  unbeatable  package.  That  was 
in  1986,  and  we  couldn’t  be  happier  with 
the  decision  we  made.” 

Managing  business  office  complexity 

“We  have  four  physicians  rotating 
between  two  offices,  so  billing  and 
insurance  filing  in  our  practice  can  be 
pretty  demanding.  CompuSystems 
makes  it  all  manageable.  The  system 
gives  us  the  infomiation  we  need  on  our 
bills  and  receivables,  and  being  able  to 


file  claims  electronically  is  a big  benefit. 
And  frankly,  we  couldn't  function 
without  the  optional  Appointment 
Scheduler  module.  The  Scheduler 
makes  coordinating  multiple  doctors  and 
locations  much  easier  than  it  would  be 
manually  — you  can  schedule  an 
appointment  at  any  time  from  any 
workstation.  It's  a real  life-saver." 

Helpful  staff  with  the  support  you  need 

“Since  we  have  workstations  at  both 
sites,  all  tied  together,  support  is  a key 
factor  for  us.  Maintaining  a complex, 
cross-town  computer  network  isn't  easy. 
The  on-site  service  and  phone  support 
we've  gotten  have  been  excellent,  and 
the  staff  is  so  nice  and  helpful. 

“We've  just  been  extremely  satisfied 
with  CompuSystems.” 


M CompuSystems  is  the  ehoice  of  more 
South  Carolina  physicians  than  all 
other  vendors  combined. 

M Electronic  filing  directly  to  South 
Carolina  BCIBS,  Medicare,  and 
Medicaid  with  no  per-claim  charges. 

M Features  to  ma.ximize  return, 
improve  cash  flow,  and  increase 
productivity . 

M “One-call,”  total  system  support, 
including  on-site  hardware  senice. 


C®iMi[p)i]jiSystems 

INC. 

Call  now  for  details:  800-800-6472 
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Health 

Volunteers 

Overseas 


Health  Vo  I lint  cere 
Overoeao  is  dedicated  to 
improving  the  availahility 
and  quality  ol  healtli  care  m 
de\'eloping  countries  through  training  and  education. 
Volunteer  your  okillo!  Beeonie  a member  of  Health  Volunteers  Overseas! 


For  more  information,  call  202-296-0928 


NAVAL  RESERVE 


Fulfill  Your  Professional  Goals 


The  Naval  Reserve  is  seeking  qualified  physicians  and 
nurses.  Benefits  include  continued  education,  a retirement 
plan,  and  the  pride  that  comes  from  serving  your  country. 
Certain  critical  care  specialists  (including  residents)  may 
qualify  for  financial  bonuses  and  flexible  drilling  schedules. 
Call: 

1 -800-443-641 9 

You  and  the  Naval  Reserve.  Full  Speed  Ahead. 


MUSC  PHYSICIAN  ASSISTANT  PROGRAM 
Needs  Preceptors 

The  Physician  Assistant  Program  at  MUSC  is  actively  recruiting  preceptors  for 
clinical  clerkship  rotations  beginning  in  August  of  1995.  We  need  preceptors  for  22 
second  year  P.  A.  students  to  do  five-week  clerkships  in  each  of  the  following 
specialties: 

Pediatrics 

OB/GYN 

Internal  Medicine  (two  five-week  clerkships  for  each  student) 

Psychiatry 
Family  Medicine 
General  Surgery 

If  your  practice  is  interested  in  participating  in  the  development  of  a future  co- 
member of  the  health  care  team,  please  complete  the  questionnaire  below  and  fax 
or  mail  to: 

College  of  Health  Professions,  Physician  Assistant  Program 
Attention:  Arnold  Metz,  PA-C 
MUSC,  171  Ashley  Avenue,  Charleston,  SC  29425-2701 
FAX:  803-792-1334 
Phone:  803-792-6490 


Your  Name 

Clinic  Name 

Clinic  Address City  State Zip  Code 

Clinic  Phone  Office  Manager  Name 

Practice  Specialty Board  Certified? 

Medical  School  Attended 

Graduation  Date State  Medical  License  # 

Practice  Setting:  Rural Suburban City 

Are  you  in  a medically  underserved  area? 

How  many  in  your  practice?  Physicians? PAs 

Are  other  specialties  available  through  your  practice? 

Is  your  practice  hospital  based or  clinic  based  

Hospital  name Contact  Person 

Hospital  Address 

If  clinic  based,  do  you  admit? Where  ? 

How  many  students  would  you  be  able  to  precept  at  one  time? per  year? 

Is  housing  readily  available  for  short-term  (i.e.,  five  weeks)? 

Approximate  cost  to  student Is  hospital  meal  ticket  available?  


THE  ARMY  RESERVE  OFFERS  UNIQUE  AND 
REWARDING  EXPERIENCES. 


As  a medical  officer  in  the  Army  Reserve  you  will  be  offered  a 
variety  of  challenges  and  rewards.  You  will  also  have  a unique 
array  of  advantages  that  will  add  a new  dimension  to  your 
civilian  career,  such  as: 

• special  training  programs 

• advanced  casualty  care 

• advanced  trauma  life  support 

• flight  medicine 

• continuing  medical  education  programs  and  conferences 

• physician  networking 

• attractive  retirement  benefits 

• change  of  pace 

It  could  be  to  your  advantage  to  find  out  how  well  the  Army 
Reserve  will  treat  you  for  a small  amount  of  your  time.  An  Army 
Reserve  Medical  Counselor  can  tell  you  more,  call  collect : 


CALL  COLLECT 
(803)  741-1856 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE^ 


No  Commissioiis. 
No  Conflicts. 

F ee  .i(l\iec.  it  seems  like  eserbods  is  "i\  in"  it,  I l.i\e 
ou  ever  wontiered  vvhiit  all  that  "free  ' finaneial 
ativ  iee  you've  been  fjeTtin,"  is  realK  eostiil"  yon.’ 

Mavbe  its  time  to  eonsitler  the  alternativ  e.  tee  onlv 
I’lnaneial  planner  operates  ontsuie  the  ttaditional  sales 
otiented  .ipproaeh  to  finaneial  serv  iees  by  providin” 
adv  iee  that  is  both  hi”hl\  personalized  and  unbiased. 

\o  eommissions.  \o  eonfliets. 

It’von're  eontemfilatinj’  major 
finaneial  decisions,  or  simpiv 
seekinjt  reassurance  on  those 
von've  already  matle,  a fee  onK 
planner  mav  be  just  what  the 
doctor  ortlered.  ( iail  bSfi- 
4b(lb  todav  to  tlinl  out  more. 

ANNEM.  BOWEN, CFP 

III  <)  \ I V I I \ \ \ t;  I V I \ I)  \ I s o i< 
Cl  Kill  II II  ll\  IV(  M/  PlAWHI  >I{I(,IVII  Kill  l\U  AIMI M .\l)\hllK 

Office  Park  Drive  ■ Wlton  Head  Island,  SC  29928  * (803)  686-4909 


There  has  been  a flurry  of  reports  recently  regarding  the  financial  success'xrl-nuuTaged  care 
companies  and  their  health-maintenance  organizations  (HMOs).  One  particular  article  in  the~Tf??//— 


Street  Journal  describes  these  enterprises  as  piling  up  billions  in  cash  while  their  managements 
aggressively  seek  new  ways  to  park  the  overflowing  coffers  in  short-term  investments.  The 
excess  funds  in  one  company  alone  are  growing  by  one-half  million  dollars  a day.  In  common 
vernacular  that  is  “having  more  money  than  you  know  what  to  do  with.”  A quick  analysis  will 
reveal  that  these  managed  care  organizations  “sell  high”  to  the  purchaser  and  “buy  low”  from  the 
provider.  Is  it  any  wonder  that  their  owners  are  growing  wealthy  and  their  stocks  are  the  “darlings 
of  the  Street?”  Rumors  persist  in  the  brokerage  houses  that  these  new  growth  companies  will 
repurchase  their  own  shares,  acquire  smaller  insurers  or  buy  hospitals  and  medical  practices  to 
compound  their  riches.  The  payors  (industry,  government,  groups  and  individuals)  need  to  be 
asking  why  the  prices  of  their  HMO  premiums  rose  an  average  10  percent  in  1992,  seven  percent 
in  1993  and  five  percent  in  1994.  Doctors  and  hospitals  need  to  ponder  why  they  routinely  grant 
fee  concessions  to  these  intermediaries  that  approach  35  percent  of  normal  charges.  A more  fun- 
damental question:  can  the  United  States  afford  to  have  these  many  dollars  siphoned  by  contract- 
ing intermediaries  into  profits  when  millions  of  Americans  cannot  pay  for  basic  medical  services? 
Retained  earnings  do  not  buy  diagnosis,  treatment,  or  prevention. 

Health  care  reform  “free  enteiprise-style”  is  proceeding  amok.  Managed  care  contracts  account 
for  over  30  percent  of  physician  income  in  some  areas,  and  HMO  enrollment  is  approaching  60 
million  nationwide.  In  some  locales  the  managed  care  companies  have  enough  market  share  to 
begin  controlling  the  economics  and  delivery  of  medical  services.  Many  doctors  and  hospitals 
must  either  provide  large  price  concessions  or  risk  losing  patients.  While  some  South  Carolina 
physicians  have  shown  great  savvy  in  their  ability  to  contract  with  managed  care  companies  and 
form  successful  provider  networks,  many  are  only  thinking,  planning  or  wonying.  Still  others  are 
in  some  early  or  formative  stages  of  creating  a provider  organization. 

In  response  to  member  needs.  The  South  Carolina  Medical  Association  has  participated  in  the 
development  of  a Managed-Care  Institute  in  conjunction  with  the  Medical  University  of  South 
Carolina.  This  is  an  intensive  executive  seminar  designed  around  weekends  to  accommodate  the 
schedules  of  practicing  physicians.  The  course  material  is  comprehensive,  in-depth,  and  made 
easy  for  the  practitioner  to  master.  The  SCMA  will  continue  to  develop  resources  that  will  help 
its  member  physicians  not  only  survive,  but  thrive  in  this  new  environment  so  that  they  can  con- 
tinue to  serve  the  best  interests  of  their  patients. 


O.  Marion  Burton,  M.  D. 
President 


February  1995 


49 


VOLUME  91 
FEBRUARY  1995 
NUMBER  2 


OF  THE  SOUTH  CAROLINA  MEDICAL  ASSOCIATION 


CoMtents 


Special  Issue:  Current  Issues  in  Medical 
Ethics 

Guest  Editor:  John  M.  Roberts,  M.  D. 

51  Introduction 

Charles  R.  Duncan,  Jr.,  M.  I). 

52  Biological  Perspectives  on  the  Deter- 
mination of  When  Human  Life  Begins 

./.  Richard  Sosnowski,  M.  D. 

54  Theological  Perspectives  on  the 

Beginning  and  End  of  Life 

Stuart  Sprague,  Ph.  D„  Albert  H.  Keller,  S.  T.  M. 

56  Developing  Policies  on  Do-Not- 

Resuscitate  Orders:  Legal,  Ethical,  and 
Clinical  Issues 

Stephen  P.  Williams,  J.  D.,  John  M.  Roberts,  M.  D., 
Thornton  Kirby,  J.  D.,  Robert  M.  Sade,  M.  D. 


66  Implications  of  Managed  Care  for 

Medical  Ethics 

Robert  M.  Sade,  M.  1).,  Mary  Faith  Marshall,  Ph.  D.,  John 
M.  Roberts.  M.  !).,  Douglas  MacDonald,  Ph.  D. 

73  Genetic  Screening  and  Counseling: 

Ethical  Considerations 

./.  Richard  Sosnowski,  M.  D. 

Editorial 

81  Medical  Ethics  and  the  SCMA 

John  M.  Roberts,  M.  D. 

Eeatures 

83  Alliance  Page 

82  On  the  Cover 

49  President's  Page 

Association 


63  Medical  Futility  and  Ineffective  Care:  A 
Proposal  for  Hospital  Policy 

Robert  M.  Sade,  M.  D. 

THE  JOURNAL  OF  THE  SOUTH  CAROLINA  MEDICAL  ASSOCIATION  (ISSN  0038-3139)  - Published  monthly  by  the  South  Carolina 
Medieal  Association  business  office:  3210  Fernandina  Road,  Columbia,  SC  29210.  Mailing  Address;  P.  O.  Box  11188  Capitol  Station, 
Columbia,  SC  29211. 

Copyright®  1995  by  the  South  Carolina  Medical  Association.  All  rights  reserved.  The  views  expressed  in  this  publication  are  those  of  the  writ- 
ers and  do  not  necessarily  reflect  the  opinions  of  the  South  Carolina  Medical  Association. 

Subscription  price  to  non-members  $25.00.  SCMA  members'  subscription  cost  ($15.00)  included  with  payment  of  annual  dues.  Second  class 
postage  paid  at  Columbia,  SC.  POSTMASTER:  Send  address  changes  to  The  Journal  of  the  South  Carolina  Medical  Association,  P.  O.  Box 
11188,  Columbia,  SC  29211. 


79  Gray  Matter 
59  SCMA  Newsletter 


EDITOR 

Charles  S.  Bryan,  M.D.,  Columbia 

EDITORIAL  BOARD 

Edward  E.  Kimbrough,  M.D.,  Columbia, 
Editor  Emeritus 

Charles  N.  Still,  M.D.,  Columbia 
Walter  Bonner,  M.D.,  Charleston 
W.  Curtis  Worthington,  Jr.,  M.D.,  Charleston 
Jeff  Z.  Brooker,  M.D.,  Columbia 
Frederick  L.  Greene,  M.D.,  Columbia 
G.  William  Bates.  M.D.,  Greenville 
Leslie  W.  Howard,  Jr.,  M.D.,  Spartanburg 
E.  Carwile  LeRoy,  M.D.,  Charleston 
Robert  M.  Sade,  M.D.,  Charleston 
Hunter  R.  Stokes,  M.D.,  Florence 
E.  Conyers  O'Bryan,  Jr.,  M.D.,  Florence 
Robert  N.  Milling,  M.D.,  Columbia 
William  H.  Hunter,  M.D.,  Clemson 
Timothy  J.  Spurling,  M.D.,  Florence 
Colin  W.  Howden,  M.D.,  Columbia 


MANAGING  EDITOR 
Joy  Drennen 

SCMA  OFFICERS 
O.  Marion  Burton,  M.D.,  President 
Benjamin  E.  Nicholson,  M.D.,  President-Elect 
Bryan  L.  Walker,  M.D.,  Secretary 
Carol  S.  Nichols,  M.D.,  Treasurer 
Roger  A.  Gaddy,  M.D.,  Speaker  of  the 
House 

William  H.  Hester,  M.D.,  Vice  Speaker 
of  the  House 

Edward  W.  Catalano,  M.D.,  Past  President 

TRUSTEES 

Richard  E.  Ulmer,  M.D.,  First  District 
John  B.  Johnston,  M.D.,  First  District 
S.  Nelson  Weston,  M.D.,  Second  District, 
and  Chairman  of  the  Board 
Vasa  W.  Cate,  M.D.,  Second  District 
George  P.  Cone,  Jr.,  M.D.,  Third  District 
Patricia  P.  Westmoreland.  M.D.,  Fourth  District 


Jerry  R.  Powell,  M.D.,  Fourth  District 

R.  Duren  Johnson,  M.D.,  Fifth  District 
Kenneth  L.  DeHart.  M.D.,  Sixth  District 
Sompong  Kraikit,  M.D.,  Sixth  District 
J.  Capers  Hiott.  M.D.,  Seventh  District 
Dallas  Lovelace,  111,  M.D.,  Eighth  District 
Robert  H.  Taylor,  M.D.,  Ninth  District 
Randolph  D.  Smoak,  Jr.,  M.D.,  AMA  Trustee 

DELEGATES  TO  THE  AMA 
Walter  J.  Roberts,  Jr.,  M.D.,  Delegate 
Daniel  W.  Brake,  M.D.,  Delegate 
J.  Chris  Hawk,  III,  M.D.,  Delegate 
Charles  R.  Duncan,  Jr.,  M.D.,  Delegate 
Stephen  A.  Imbeau,  M.D.,  Alternate 
Roger  A.  Gaddy,  M.D.,  Alternate 
John  W.  Simmons.  M.D.,  Alternate 

S.  Nelson  Weston,  M.D.,  Alternate 

CHIEF  EXECUTIVE  OFFICER 
Mr.  William  F.  Mahon 


50 


The  Journal  of  the  South  Carolina  Medical  Association 


VOLUME  91  FEBRUARY  1 995 


NUMBER  2 


SPECIAL  ISSUE:  CURRENT  ISSUES  IN  MEDI- 
CAL ETHICS 

INTRODUCTION 

CHARLES  R.  DUNCAN,  JR.,  M.  D.* 


The  Medical  Ethics  Committee  of  the  South 
Carolina  Medical  Association  was  formed  in 
the  spring  of  1987.  Its  goal  is  to  develop  a 
body  of  useful  information  for  South  Carolina 
physicians  about  the  ethical  issues  facing 
practitioners  in  today's  health  care  environ- 
ment. The  committee  addresses  issues  by 
request  from  the  SCMA  Board  of  Trustees, 
from  individual  members  of  the  SCMA,  from 
South  Carolina  hospitals,  and  from  the  gener- 
al need  for  guidance  on  ethical  issues  present- 
ed by  the  growing  complexity  of  our  society 
and  its  impact  on  the  health  care  delivery  sys- 
tem. The  committee  focuses  on  general  sub- 
jects of  bioethics  and  medical  practice  and 
does  not  act  on  individual  cases. 

The  committee  is  composed  of  practicing 
physician  members  of  the  SCMA,  and  is 
assisted  by  numerous  consultants  who  have 
backgrounds  in  the  academic  disciplines  of 
ethics,  theology  and  philosophy. 

We  are  honored  to  share  some  of  our  work 
in  this  special  issue  of  The  Journal.  □ 
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BIOLOGICAL  PERSPECTIVES  ON  THE  DETER- 
MINATION OF  WHEN  HUMAN  LIFE  BEGINS 

J.  RICHARD  SOSNOWSKI,  M.  D.* 


In  1950  the  World  Health  Organization  reconi- 
niended  the  following  definition:  “Live  birth  is 
the  complete  expulsion  or  extraction  from  its 
mother  of  a product  of  conception,  irrespective 
of  the  duration  of  pregnancy,  which  after  such 
separation  breathes  or  shows  any  other  evi- 
dence of  life  such  as  beating  of  the  heart,  pulsa- 
tion of  the  umbilical  cord,  or  definitive  move- 
ment of  voluntaiy  muscles,  whether  or  not  the 
umbilical  cord  has  been  cut  or  the  placenta  is 
attached;  each  product  of  such  a birth  is  consid- 
ered live  born.” 

In  1972  the  American  College  of  Obstetri- 
cians and  Gynecologists  modified  the  defini- 
tion to  exclude  from  the  live  birth  category 
those  births  in  which  the  infant  exhibits  only 
transient  heart  beat  or  fleeting  respiratory 
efforts.'  And  so,  we  have  a definition  of  live 
birth.  The  definition  pertains  to  human  live 
birth.  But  from  the  biological  perspective  when 
did  such  human  life  begin? 

Our  first  consideration  must  be  with  the  pro- 
cess of  meiosis  in  which  one  chromosome  from 
each  homologous  pair  is  chosen  for  one  of  the 
daughter  cells  and  the  remaining  chromosomes 
for  the  other  cell.  Tliese  gemiinal  cells  contain- 
ing half  the  normal  diploid  complement  are 
called  haploid.  In  the  process  of  fertilization 
two  gemiinal  cells  each  with  a haploid  content 
join  together  and  produce  a cell  with  a full 
diploid  complement  which  is  then  in  a position 
to  undergo  repeated  mitosis  (process  of  dupli- 
cation followed  by  division).  Thus  the  life 
cycle  of  a human  being  consists  es.sentially  of 
one  meiosis  followed  by  fertilization  and  a very 
large  number  of  mitoses.-  To  give  some  idea  of 
the  rate  of  mitosis,  a two-cell  human  conceptus 


*Department  of  Obstetrics  and  Gynecology,  Medical 
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has  been  washed  from  the  fallopian  tube  within 
.76  hours  of  coneeption  and  a 58  cell  human 
conceptus  was  found  in  the  uterine  cavity  with- 
in four  days  of  conception.^ 

We  know  that  in  humans,  fertilization  occurs 
in  the  distal  third  of  the  fallopian  tube.  It  is 
there  that  the  spermatozoa  and  ovum  meet. 
And  it  is  there  that  syngamy  occurs.^  After  the 
ovum  has  been  bombarded  by  thousands  or 
maybe  even  millions  of  spermatozoa  one  pene- 
trates the  vitelline  membrane,  male  and  female 
pronuclei  each  with  a haploid  number  of  23 
chromosomes  unite  forming  the  segmentation 
nucleus  and  the  diploid  number  of  chromo- 
somes, i.e.,  46,  is  re-established.  The  entire 
genetic  coding  including  the  detemiination  of 
genetic  sex  occurs  at  this  time.'* 

Growth  and  development  implies  continuity,  a 
steady  progression  of  biology  and  behavior.  The 
beginning  of  development  usually  is  described 
as  starting  with  the  zygote,  the  single  cell  that 
results  from  fertilization.  The  concept  of  a pre- 
embiyo  with  distinctive  biologic  characteristics 
has  emerged  in  the  discussion  stimulated  in  part 
by  in  vitro  fertilization.  The  preembryo  can  be 
defined  as  the  product  of  gametic  union  from 
fertilization  to  the  appearance  of  the  embryonic 
axis,  approximately  1 0 days  later.^ 

We  spoke  a moment  ago  of  the  two-cell  con- 
ceptus identified  36  hours  after  conception.  Dr. 
Jerome  Lejune,  director  of  the  French  National 
Center  of  Scientific  Research,  said:  “The 
amount  of  information  stored  in  a two-cell 
embryo  is  five  times  greater  than  all  the  infor- 
mation found  in  the  Encyclopedia  Britannica. 
At  the  moment  of  conception  all  the  character- 
istics of  a new  being  are  there....  I cannot  see  a 
difference  in  early  human  beings  and  a late 
human  being  because  they  are  from  the  same 
species.  Just  because  they  grow  older  doesn’t 
mean  a change  of  species.”* 
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Following  ovulation  the  follicle,  from  which 
the  ovum  erupted  becomes  converted  to  a cor- 
pus luteum.  This  corpus  luteum  produces  large 
amounts  of  progesterone  which  prepares  the 
endometrium  for  implantation.^  It  is  important 
to  note  that  the  preparation  of  the  endometrium 
is  for  implantation  not  for  conception,  but 
rather  for  the  implantation  of  a conceptus. 

Results  of  recent  research  on  hydatidiform 
moles  and  teratomas  show  that  during  pregnan- 
cy the  embryo  does  not  receive  any  message  or 
information  from  the  mother  able  to  control  the 
mechanisms  of  development  or  to  produce  the 
type  of  cellular  differentiation  necessary  for 
building  the  tissues  of  the  new  human  adult. 
The  biological  identity  of  the  new  human  being 
does  not  depend  on  the  sojourn  in  the  uterus.' 

Perhaps  it  would  be  helpful  to  quote  some 
definitions  of  life.  Horowitz  stated  that  three  of 
the  properties  of  living  organisms,  mutability, 
self-duplication,  and  heterocatalysis  constitute 
a definition  of  living  matter.  Dillon  stated  that 
life  is  the  capability  of  synthesizing  proteins  in 
at  least  sufficient  quantity  to  replace  those  that 
are  catabolized  by  normal  processes.*  It  seems 
to  me  that  the  human  conceptus  formed  by  the 
union  of  the  female  and  male  pronuclei  fulfill 
the  criteria  of  these  two  definitions  and  thus 
can  be  considered  a new  life.  Since  it  was  the 
union  of  a human  female  pronucleus  and  a 
human  male  pronucleus,  it  follows  that  it  is  the 
beginning  of  a new  human  life. 

With  the  above  library  research  finished,  I 
decided  to  talk  to  some  people  who  teach  in 
this  area.  The  first  was  a developmental  biolo- 
gist at  a baccalaureate  college  who  said  that 
rather  than  a specific  time  of  the  beginning  of 
human  life,  there  is  a continuum,  fertilization 
being  simply  a point  in  that  continuum.  He 
steadfastly  refused  to  be  pinned  down  to  any- 
thing more  definite  than  that.®  Another, 
although  basically  a toxicologist,  was  chairman 
of  the  department  of  biology  at  another  bac- 
calaureate college  and  he,  too,  said  that  life  is  a 
continuous  cycle  but  he  was  willing  to  say  that 
an  individual  life  begins  when  the  haploid 
sperm  unites  with  the  haploid  egg.®  Then  I 
began  talking  to  our  own  faculty.  The  first  was 


a geneticist  who  said  that  life  begins  when  the 
fetus  can  survive  outside  of  the  womb.  He 
added  that  his  Hebrew  teaching  was  that  life 
didn’t  begin  until  the  baby  was  named,  in  ca.se 
of  a male,  at  the  time  of  circumcision,  but  that 
his  medical  education  had  influenced  him 
towards  his  former  expression.®  A second 
geneticist,  this  one  of  Asian  birth,  said  that  life 
begins  with  fertilization.  The  entire  genetic  cod- 
ing is  in  the  conceptus  with  all  the  potential  to  be 
a human  being.  All  else  it  needs  is  the  proper 
environment  in  which  to  develop.®  The  next  was 
a member  of  our  faculty  who  teaches  embryolo- 
gy and  he  said  without  equivocation:  “Human 
life  begins  at  the  time  of  fertilization.”®  The  last 
was  an  emeritus  professor  who  long  has  taught 
embryology  and  has  been  respected  for  her 
research  in  that  area  and  she  said  again  without 
equivocation:  “Human  life  begins  when  the 
male  pronucleus  and  the  female  pronucleus 
unite.”®  All  of  the  above  people  had  been  asked 
the  same  identical  question:  “When  does 
human  life  begin?” 

In  summary  from  all  of  the  evidence  present- 
ed previously,  while  brain  birth  may  have  sig- 
nificant legal  and  philosophical  significance, 
from  a purely  biological  perspective,  I am  con- 
vinced that  when  a human  sperm  penetrates  the 
vitelline  membrane  of  a human  egg  and  their 
two  pronuclei  unite,  forming  from  their  haploid 
respective  gnomes  the  full  diploid  gnome,  then 
at  that  time  a new  human  life  has  begun. 
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THEOLOGICAL  PERSPECTIVES  ON  THE 
BEGINNING  AND  END  OF  LIFE 

STUART  SPRAGUE,  PH.  D.* 

ALBERT  H.  KELLER,  S.  T.  M.** 


The  voice  of  theology  is  an  interpretive  voice. 
Just  as  the  house  of  .science  is  a place  of  testing 
hypotheses  and  forming  theories,  the  house  of 
theology  is  a house  of  interpretation.  There  a 
faith  community  takes  all  the  relevant  experi- 
ence of  its  day,  including  scientific  data,  and 
makes  meaning  out  of  the  data  and  other  expe- 
rience to  guide  the  community’s  thinking, 
speaking  and  acting.  What  experience  do  we 
today  acknowledge  concerning  the  beginning 
and  end  of  life? 

We  observe  life  to  begin  when  the  processes 
of  metabolism  and  cellular  definition  and  sta- 
bility begin.  Recent  research  in  chemistry  and 
biology  has  bluiTed  any  absolute  point  at  which 
aggregates  of  molecules  become  living  organ- 
isms. Although  attempts  have  been  made  by 
essentialist  or  reductionist  fomis  of  thinking  to 
list  qualities  which  define  life  or  stages  of  life 
absolutely,  no  such  list  or  definition  has  been 
widely  accepted  by  philosophers  or  theolo- 
gians. 

Human  life  is  distinguished  from  other  fomis 
of  life  by  consciousness,  self-consciousness, 
interaction  with  the  environment  in  a complex 
way,  personhood,  ability  to  interact  with  other 
persons  through  language,  ability  to  praise 
God,  emotions,  the  capacity  to  reason,  the 
capacity  to  make  meaningful  choices  and  take 
responsibility  for  them.  Neither  this  nor  any 
other  list  of  human  attributes  can  be  considered 
absolute.  While  we  may  talk  about,  experience, 
and  celebrate  human  life,  attempts  to  give  abso- 
lute definitions  of  its  character  have  not  been 
widely  viewed  as  successful. 

The  qualities  that  distinguish  human  life  are 

*Department  of  Family  Medicine,  Medical  LIniversity 
of  South  Carolina,  171  Ashley  Avenue.  Charleston,  SC 
29425. 
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mediated  to  the  individual  through  the  cortex  of 
the  brain.  Higher  level  brain  functions  make 
possible  the  richness  of  experience  described 
above.  When  that  functioning  is  compromised 
or  not  present,  the  capacity  or  potential  for 
human  experience  appears  to  be  diminished  or 
absent. 

From  this  point  of  view,  human  life  begins 
when  the  qualities  of  human  life  are  experienced 
by  and  through  the  physical  body.  There  is  no 
single  point  along  a continuum  at  which  it  can 
be  said  absolutely  that  prior  to  that  point  human- 
ity was  absent/present  and  after  that  point 
humanity  was  present/absent.  Medical  science 
has  made  defining  the  beginning  and  end  of 
human  life  much  more  complex  by  extending 
and  explaining  in  much  detail  the  continuum 
along  which  these  changes  occur. 

Religious  traditions  have  incorporated  into 
their  doctrines  and  ethics  a variety  of  interpreta- 
tions of  personhood  or  human  sellliood.  They 
have  been  informed  by  a variety  of  theories 
about  how  flesh  takes  on  the  character  of  person. 

The  Jewish  and  Christian  scriptures  do  not 
provide  a definitive  answer  to  the  question  of 
how  or  when  human  life  begins  or  ends.  In  pre- 
scientific  times,  questions  about  human  life  and 
death  that  interest  us  today  were  simply  not 
being  asked  or  addressed.  We  hasten  to  affirm, 
however,  that  these  same  scriptures  do  provide 
a witness  to  important  characteristics  of  God 
and  humanity  that  have  critical  implications  for 
medical  practice  today. 

From  the  evidence  of  the  Bible,  we  interpret 
God  as  the  creator  and  continual  source  of  life, 
God  as  one  who  cares  deeply  for  all  of  life, 
God  as  having  shared  an  image  and  fellowship 
with  human  beings,  God  as  intending  shalom 
and  justice  for  all  creation,  God  as  judge,  God 
as  redeemer,  and  God  as  source  of  hope  for 


54 


The  Journal  of  the  South  Carolina  Medical  Association 


THEOLOGICAL  PERSPECTIVES 


ultimate  meaning  in  life.  Erom  the  evidenee  of 
the  Bible  we  believe  that  all  of  life  is  blessed 
and  valued  by  God.  This  gives  us  a bias,  in  ref- 
erence to  beginning  and  end  of  life  decisions, 
in  favor  of  preserving  and  protecting  life  where 
possible.  There  should  also  be  a presumption  in 
favor  of  justice  in  sharing  the  resources  avail- 
able to  preserve  life  among  all  God’s  people. 

Theological  traditions  that  derive  from  Bibli- 
cal interpretation  also  hold  basic  understand- 
ings of  the  nature  of  humanity.  The  living 
human  being  is  a whole  and  unitary  being, 
which  means  that  the  human  being  is  indivisi- 
ble into  parts  (such  as  body,  soul,  or  mind) 
without  ceasing  to  be  a living  human  being. 
This  biblical  view  sees  the  individual  as  an 
ensouled  (personalized)  body  or  an  embodied 
soul.  The  individual  is  called  into  human  life 
by  active  response  to  God  and  to  other  people 
in  community. 

This  unitary  view  of  the  living  human  being 
also  has  direct  implication  for  medical  deci- 
sions, particularly  those  at  the  end  of  life.  The 
biopsychosocial  unity  of  the  human  being  is 
dissolved  or  comes  to  an  end  when  the  brain 
irrevocably  ceases  to  provide  the  physiological 
basis  for  consciousness,  which  makes  respon- 
siveness, mutuality,  mentation,  feeling,  and 
decision  possible.  To  say  it  another  way,  when 
the  unique,  essential  unity  of  the  human  is  lost, 
mere  biological  vitality  does  not  qualify  the 
individual  as  an  active  member  of  the  human 
community.  Death  has  occurred:  the  living 
human  being  has  returned  to  dust. 

An  important  corollary  to  these  two  ideas  is 
the  affirmation  that  physical  life  is  not  sacro- 


sanct. Many  religious  traditions  disavow  idola- 
try. Idolatry  can  be  defined  as  the  worship  of 
any  thing  or  person  other  than  God.  Only  God 
is  sacred.  Elevation  of  anything  other  than  God 
to  the  same  position  occupied  by  God  moves 
one  toward  idolatry.  Lor  example,  if  physical 
life  were  sacred,  one  ought  not  to  sacrifice  it, 
even  for  a great  cause.  If  physical  life  were 
sacred,  then  it  ought  to  be  preserved  at  all  costs. 
Dying  ceases  to  be  a human  experience  attend- 
ed by  courage  and  care,  becoming  instead  an 
absolute  evil.  That  notion  is  opposed  by  reli- 
gious traditions  that  worship  God  instead  of 
mortal  life. 

The  theological  perspective  outlined  here 
acknowledges  that  decisions  affecting  the 
beginning  and  end  of  life  are  among  the  most 
difficult  moral  issues  of  our  day.  On  the  one 
hand  we  affirm  the  high  value  of  human  life 
and  the  imperative  to  support  it  with  skill  and 
with  equity.  On  the  other  hand,  we  affirm  the 
integrity  or  wholeness  of  human  life,  such  that 
when  it  ceases  to  exist,  the  individual  is  no 
longer  a living  human  being.  These  affirma- 
tions give  a shape  to  our  moral  response  to  spe- 
cific issues  at  the  edges  of  life,  as  we  continue 
to  explore  with  colleagues  difficult  questions 
for  which  no  absolute  answers  exist.  □ 
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BACKGROUND 

Do-not-resuscitate  (DNR)  orders  have  become 
an  issue  of  increasing  concern  to  physicians, 
nurses,  and  hospital  administrators  since  pas- 
sage of  the  federal  “Patient  Self-Determination 
Act”  in  1991  and  several  South  Carolina  laws 
concerning  decisions  at  the  end  of  life. 

In  the  fall  of  1993,  the  Medical  Ethics  Com- 
mittee of  the  South  Carolina  Medical  Associa- 
tion developed  a position  addressing  some  of 
the  ethical  issues  related  to  DNR  orders.  It  also 
produced  a statement  on  futile  and  ineffective 
treatment,  an  issue  closely  related  to  DNR 
orders.  The  SCMA  Board  of  Tiiistees  approved 
both  statements  and  invited  the  South  Carolina 
Hospital  Association  to  form  a joint  committee 
to  study  the  feasibility  of  developing  positions 
approved  by  both  associations  which  would 
advise  hospitals  and  their  clinical  staffs  in 
designing  and  implementing  procedures  and 
policies  concerning  DNR  orders  and  futile  care. 

The  SCMA-SCHA  Joint  Committee  on 
Futile  Care  and  DNR  Orders  was  appointed 
and  met  during  the  summer  and  fall  of  1994  to 
discuss  these  issues  from  ethical,  legal  and  clin- 
ical perspectives.  Its  conclusions  regarding 
futile  care  are  contained  in  the  companion  arti- 
cle which  follows,  “Medical  Futility  and  Inef- 
fective Care:  A Proposal  for  Hospital  Policy.” 

In  its  considerations  of  DNR  orders,  the  joint 
committee  noted  a prevalent  belief  in  the  health 

*From  the  South  Carolina  Hospital  Association  and 
South  Carolina  Medical  Association  Joint  Committee 
on  Futile  Care  and  DNR  Orders. 

**Address  correspondence  to  Dr.  Roberts  at  222  West 
Coleman  Blvd.,  Mt.  Pleasant,  SC  29464. 


care  community  that  both  custom  and  fear  of 
legal  action  have  led  to  routine  resuscitation 
after  cardiopulmonary  arrest,  even  when  a 
patient  had  virtually  no  chance  of  survival.  To 
help  reduce  the  number  of  such  instances,  the 
committee  believed  that  guidance  on  the  issues 
of  DNR  procedures  would  be  useful  to  the 
health  care  community. 
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UNDERLYING  PRINCIPLES 

The  Joint  Committee  eoneluded  that  the  ethieal 
tenets  of  beneficence  and  respect  for  autonomy 
are  paramount  principles.  Beneficence  means 
doing  that  which  is  good,  and  in  the  health  care 
context  means  acting  in  a manner  in  which  the 
patient  or  surrogate  has  requested  them  to  act 
and  in  providing  care  which  will  prove  benefi- 
cial to  the  patient.  Respect  for  the  patient’s 
autonomy  requires  that,  after  becoming 
infomied,  the  patient  or  sunogate  be  allowed  to 
accept  or  refuse  beneficial  care. 

The  ethical  principle  of  respect  for  autonomy 
underlies  the  legal  doctrine  of  informed  con- 
sent. DNR  orders  may  be  based  on  a corollary 
to  infomied  consent:  infomied  refusal.  The  law 
presumes  that  a patient  or  suirogate  agreeing  to 
a DNR  order  has  discussed  treatment  options 
with  medical  professionals  and,  after  considera- 
tion of  the  alternatives,  has  requested  not  to  be 
resuscitated  in  case  of  cardiopulmonary  arrest. 

DNR  orders  may  also  be  based  on  futility. 
Caregivers  are  under  no  obligation  to  provide 
resuscitation  in  a futile  situation  (see  following 
document  on  futile  care).  In  such  cases,  the 
physician  should  notify  the  patient  or  suirogate 
of  the  DNR  order  whenever  possible.  Hospital 
administrators  and  clinical  staff  should  careful- 
ly review  the  following  document,  “Medical 
Futility  and  Ineffective  Care:  A Proposal  for 
Hospital  Policy,”  as  a guide  to  defining  what 
futile  care  means,  and  should  consider  institut- 
ing a policy  concerning  such  treatment.  Such  a 
policy  may  be  particularly  helpful  when  the 
medical  and  nursing  staffs  are  requested  by 
family  members  of  non-communicative 
patients  to  provide  care  which  is  not  medically 
indicated  or  beneficial  to  the  patient,  or  when 
family  members  disagree  about  proposed 
courses  of  treatment.  Clinical  staff  and  admin- 
istrators should  familiarize  themselves  with 
current  South  Carolina  law  such  as  the  “Adult 
Health  Care  Consent  Act”  which  may  provide 
additional  guidance  and  legal  protection  to 
physicians,  nurses,  and  the  hospital. 

Virtually  all  South  Carolina  hospitals  current- 
ly have  in  place  a policy  governing  DNR  orders 
in  compliance  with  accreditation  standards  of 


the  Joint  Commission  on  Accreditation  of 
Healthcare  Organizations,  state  law,  clinical 
procedural  requirements,  and  in  some  instances, 
ethical  concerns.  These  policies  differ  substan- 
tially, though  they  shaie  many  similarities. 

RECOMMENDATIONS 

The  joint  committee  makes  the  following  rec- 
ommendations for  consideration  by  hospitals, 
appropriate  departments,  and  medical  staffs  in 
formulating  or  reviewing  DNR  policies. 

1 . Discussion  of  resuscitation  preferences  may 
take  place  either  with  every  patient  upon 
admission  or  with  selected  patients  as  dic- 
tated by  medical  condition.  Ideally,  this  dis- 
cussion should  occur  between  the  attending 
physician  and  the  patient  or  suirogate. 

2.  Some  South  Carolina  hospitals  currently 
use  a form  which  prompts  patients  at  the 
time  of  admission  to  discuss  their  views 
about  resuscitation  with  the  medical  or 
nursing  staff.  An  example  of  such  a fomi  is 
Discussing  the  Hospital’s  Life  Support  Pol- 
icy. Determination  of  the  utility  of  such  a 
form  should  be  based  on  each  hospital’s 
unique  circumstances. 

3.  In  developing  or  reviewing  DNR  policies, 
hospitals  and  their  clinical  staffs  should 
clearly  define  what  “resuscitation”  and 
“resuscitative  measures”  mean. 

4.  A DNR  policy  should  avoid  any  presump- 
tions about  what  a patient’s  wishes  are;  they 
are  not  uniform  and  are  frequently  different 
from  what  physicians  and  nurses  believe 
them  to  be.  A special  difficulty  arises  when 
a patient  not  under  a DNR  order  suffers  car- 
diopulmonary arrest,  is  successfully  resus- 
citated, and  later  arrests  again.  The  policy 
should  ensure  that  such  patients  or  surro- 
gates be  afforded  an  opportunity  to  discuss 
with  the  attending  physician  what  their 
desires  are  concerning  future  resuscitation. 

5.  Whether  or  not  DNR  orders  should  be 
reconsidered  and  rediscussed  with  the 
patient  or  surrogate  before  operative  proce- 
dures should  also  be  addressed  by  the  poli- 
cy. Many  hospitals  temporarily  suspend 
DNR  orders  at  the  time  of  operations 
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because  of'  the  special  eireumslances  neces- 
sitating surgical  interventions  and  the  tran- 
sient risks  of  operations.  The  status  of  DNR 
orders  during  operations  should  be  consid- 
ered in  developing  a policy.  If  such  orders 
are  suspended,  the  patient  or  surrogate 
should  be  informed  and  should  consent  to 
the  change. 

CONCLUSION 

The  Joint  Committee  respects  and  values  the 
diversity  of  hospital  facilities  and  clinical  staffs 
throughout  the  state.  This  discussion  attempts 
to  provide  a broad  backdrop  against  which 
individual  hospitals  can  craft  or  revise  their 
own  policies.  The  joint  committee  has  purpose- 


ly avoided  providing  standard  forms  for  DNR 
orders,  preferring  to  guide  rather  than  to  stan- 
dardize. Hospitals  or  clinical  staffs  desiring 
specific  guidance  in  designing  policies  or  order 
forms  can  obtain  a packet  of  examples  collect- 
ed from  South  Carolina  hospitals  by  contacting 
the  South  Carolina  Hospital  Association. 

All  policies  and  procedures  concerning  both 
DNR  orders  and  futile  care  issues  have  legal  as 
well  as  policy  implications.  Each  hospital’s 
legal  advisors  should  review  their  own  methods 
of  dealing  with  these  issues.  Note  also  that 
DNR  policies  are  often  referenced  in  other  clin- 
ical protocols  and  procedures.  When  any 
changes  are  made,  all  policies  should  be 
reviewed  to  assure  internal  consistency.  H 
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HIGHLIGHTS  OF  THE  JANUARY  BOARD  OF  TRUSTEES  MEETING 


The  SCMA  Board  of  Trustees  heard  a staff  report  on  a 
proposal  to  form  a coalition  of  other  private  and  public 
agencies  to  compile  reference  information  and  resources 
available  regarding  family  violence.  The  information  will 
apply  to  child  abuse,  spousal  abuse,  elder  abuse  and  other 
domestic  violence  issues.  The  compiled  information  will 
be  published  into  a single  compendium  with  county-by- 
county references,  and  wiU  be  distributed  to  physicians, 
law  enforcement  persormel,  churches,  teachers,  and  oth- 


ers. The  board  endorsed  the  proposal  and  staff  has  begun 
developing  the  project 

The  board  also  continued  to  study  the  issue  of  “any  will- 
ing provider”  legislation.  A draft  statute  was  presented 
to  the  board  in  response  to  last  year’s  House  of  Delegates 
mandate  that  such  legislation  be  prepared.  The  board 
. voted  to  send  this  model  to  the  1995  House  of  Delegates 
for  approval.  □ 


MEDICARE  UPDATE 


Included  in  the  February.  \995  Medicare  Advisory  is  com- 
plete information  regarding  Security  Act  (42  U.S.C.  Sec- 
tion 1395  nnl  which  prohibits  certain  self-referrals  with- 
in  the  context  of  Medicare  and  Medicaid  programs.  Please 
read  this  article  carefully.  Pending  the  publication  of  final 
regulations.  Medicare  will  enforce  the  law  based  on  the  lan- 
guage of  the  statute.  Each  month,  the  Medicare  Advisory 
is  full  of  information  and  should  be  read  carefully. 

E!M  Workshops:  In  order  to  help  you  understand  the 
implications  of  the  new  guidelines  for  documentation  and 
coding.  Medicare  is  conducting  woilcshops  during  the 
month  of  March.  The  registration  fee  for  physicians  is 
waived,  and  physicians  are  encouraged  to  attend.  Reg- 
istration forms  and  specific  woricshop  dates  and  locations 
are  in  the  February  Advisory. 

Medieap  Crossover  Claims:  The  Medigap  crossover 
process  eliminates  the  need  for  beneficiaries  or  partici- 
pating providers  to  file  separate  claims  to  Medigap  insur- 
ers. Your  Medicare  remittance  will  contain  an  indicator 
which  will  identify  each  Medicare  claim  that  Palmetto 
GB  A has  forwarded  to  a Medigap  insurer.  To  ensure  that 
Palmetto  GB  A has  the  necessary  information  to  effect  this 
Medigap  crossover,  you  should  adhere  to  the  claims  fil- 
ing instructions  that  are  in  the  February,  1995  Medicare 
Advisory.  This  information  must  be  completed  to  ensure 
automatic  crossover  claims  to  Medigap  insurers.  If  the 
required  information  is  missing  or  incomplete,  no  trans- 
fer of  claim  information  will  occur. 


Interest  Rate  Update:  The  interest  rate  for  overpayments 
and  underpayments  is  13.375  percent  effective  January 
6,  1995.  This  interest  rate  is  applied  to  the  amount  due 
from  a provider  when  a claim  has  been  overpaid,  and 
underpaid  by  Medicare  when  additional  benefits  result- 
ing from  an  appeal  or  hearing  are  not  paid  within  30  days 
of  determination. 

Specialty  Workshops:  Complete  information  and  reg- 
istration forms  are  included  in  the  February  Medicare 
Advisory.  The  cost  wiU  be  $20  per  person.  General/Fam- 
ily Practice  wiU  be  held  9:30  am-12:30  pm,  and  non- 
physician practitioners  wiU  be  held  2:30-4:30  pm.  Dates 
and  locations  wiU  be:  GreenviUe,  March  9,  1995; 
Charleston,  March  10,  1995;  Myrtle  Beach,  March  22, 
1995;  Spartanburg,  March  23, 1995;  Columbia,  March 
27, 1995;  and  Florence,  March  30, 1995. 

Physician  Retainer  Agreements:  HCFA  has  been 
advised  that  some  physicians  have  asked  their  patients 
to  sign  retainer  agreements  in  which  the  physician  agrees 
to  accept  assignment,  pay  the  Part  B deductible  and/or 
coinsurance  and  provide  certain  Medicare  noncovered 
services  (such  as  an  annual  physical  exam)  for  a month- 
ly or  annual  premium.  In  a July,  1994  memorandum, 
HCFA  advised  state  insurance  commissioners  that  physi- 
cian retainer  agreements  are  insurance  and  may  violate 
the  federal  law.  HCFA  has  instructed  Medicare  to  report 
any  physicians  using  retainer  agreements  to  the  SC 
Department  of  Insurance  for  investigation.  □ 


MEDICAID  UPDATE 


CLIA  Activation:  Effective  March  1, 1995,  regardless 
of  the  date  of  service,  the  Finance  Commission  will  edit 
all  non-physician  and  independent  lab  claims  for  CLIA 
compliance.  The  type  of  CLIA  certification,  certification 
date  and  CLIA  number  on  our  Medicaid  provider  file 
must  match  the  laboratory  services  billed  or  the 
clainVlines(s)  will  reject.  The  descriptions  and  resolutions 
of  the  new  CLIA  error  codes  will  be  available  in  a forth- 
coming bulletin.  Note:  The  Finance  Commission  does 
not  require  submission  of  your  CLIA  number  on  each 
claim. 

TPL  Update:  The  Finance  Commission  has  recognized 
a problem  with  the  automatic  transmission  of  claims  from 
Medicare  to  third  party  payors  (if  applicable)  and  Med- 
icaid. Some  providers  are  receiving  payment  from  Med- 
icaid and  other  third  party  payors  which  is  resulting  in 
an  overpayment  in  many  instances.  This  concern  is  cur- 


rently being  investigated  and  possible  solutions  are  being 
considered. 

CPT  Code  Update:  Effective  with  dates  of  service  on  or 
after  January  1 , 1995,  either  the  old  or  the  new  1995  CPT 
procedure  codes  may  be  billed  until  March  31,  1995. 
Effective  with  dates  of  service  on  or  after  April  1 , 1995, 
only  the  1995  CPT  procedure  codes  will  be  accepted. 

Indian  Health  Services  (IHS):  American  Indians  may 
be  eligible  for  Medicaid  if  they  meet  program  require- 
ments for  the  appropriate  coverage  group.  The  Public 
Health  Regulations  at  42  CFR  36.61  specifically  lists  Med- 
icaid as  an  “alternate  resource”  that  must  be  used  prior  to 
IHS  payment.  Therefore,  when  an  American  Indian  is 
Medicaid  eligible  and  is  covered  under  the  IHS  program, 
Medicaid  must  be  billed  as  the  primary  insurer.  □ 


MEDICARE  CAMPAIGN 

The  SCMA  and  the  American  Medical  Association 
(AMA)  called  on  President  Qinton  and  Congress  last 
month  not  to  “place  an  artificial  cap  on  Medicare  expen- 
ditures in  the  name  of  political  expediency.” 

In  a letter  signed  by  the  SCMA,  AMA  and  other  state  med- 
ical societies,  the  organizations  warned  Congress  and  the 
President  that  Medicare  is  “headed  toward  a major  finan- 
cial crisis”  without  major,  lasting  reform.  Although  physi- 
cian payments  under  Medicare  account  for  23  percent  of 
program  spending,  the  groups  noted,  physicians  have  been  . 
asked  to  absorb  40  percent  of  all  Medicare  program  cuts 
over  the  past  12  years.  □ 


147th  SCMA  ANNUAL  MEETING 
Omni  Hotel,  Charleston,  SC  April  20-23, 1995 

Earlier  this  month,  you  should  have  received  an  infor- 
mational brochure,  including  hotel  and  registration  forms, 
for  the  147th  Annual  Meeting  and  Scientific  Assembly. 
Please  complete  and  return  your  registration  to  SCMA 
Headquarters  early  to  avoid  waiting  in  line  to  register  at 
the  meeting.  In  addition  to  business  and  social  activities, 
up  to  15  AMA  CME  Category  1 credit  hours  toward  the 
AMA  Physician  Recognition  Award  can  be  earned. 

If  you  did  not  receive  your  brochure  and  registration  infor- 
mation, please  call  SCMA  Headquarters  at  (803 ) 798-6207 
in  Columbia,  or  1-800-327-1021  statewide.  □ 


SC  MANAGED  CARE  INSTITUTE 


The  SCMA  is  sponsoring  the  SC  Managed  Care  Institute  which  will  be  presented  by  the  MUSC  Department  of  Health  i 

Administration  and  Policy  on  March  17-19  and  April  7-9, 1995  at  the  Omni  Hotel  in  Charleston.  The  purpose  of  the  | 
Managed  Care  Institute  is  to  provide  an  intensive  educational  opportunity  for  physicians  in  SC.  The  Institute  will 
have  as  its  primary  focus  managed  care  and  physician  practice  within  a managed  care  context.  It  is  anticipated  that  1 
every  participant  in  the  Institute  will  become  knowledgeable  about  not  only  the  development  of  managed  care  in  Amer- 
ica but  also  organizational,  financing,  policy,  legal  and  professional  practice  issues. 


At  the  conclusion  of  the  Managed  Care  Institute,  the  participants  should  be  able  to  (1)  list  and  define  the  basic  prin- 
ciples of  managed  care;  (2)  analyze  the  basic  processes  of  managed  care;  (3)  outline  the  possible  future  developments 
in  managed  care;  and  (4)  apply  professional  development  within  a managed  care  framework.  Physicians  must  attend 
both  sessions. 

There  are  only  50  slots  available.  If  you  are  interested,  please  contact  Elizabeth  Biggers  at  ( 803)  798-6207,  ext.  236 
or  (800)  327-1021,  ext.  236. 
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PHYSICIANS  CARE  NETWORK  UPDATE 

Effective  February  1,  Fennel  Container  Company,  Inc., 
a total  waste  management  service,  will  begin  offering 
PCN  as  a health  care  option.  Fennell  is  the  largest  inde- 
pendently owned  hauler  in  South  Carolina  with  offices 
in  Charieston  and  Greenville.  Employee  Resource  Man- 
agement will  become  effective  March  1.  Employee 
Resource  Management  is  a statewide  employee  leasing 
company,  which  was  chosen  as  the  SC  Emerging  Entre- 
preneur of  the  Year  for  1994.  The  Entrepreneur  of  the 
Year  Program  was  founded  by  Ernst  and  Young  and  co- 
sponsored nationally  by  INC.  Magazine  and  Merrill 
Lynch. 

Two  more  hospitals  have  contracted  with  the  Physicians 
Care  Networic  Health  South  Rehabilitation  Hospital  in 
Columbia,  and  Wallace  Thomson  Hospital  in  Union. 
This  brings  the  total  number  of  hospitals  contracting 
with  PCN  to  37.  Approximately  2,700  physicians  have 
enrolled  in  PCN  to  date. 


ASK  THE  EXPERTS: 

HOW  DO  YOU  RATE? 

Employers  and  health  plans  are  demanding  ever 
more  data  from  physicians,  asking  that  they  prove 
their  efficiency  and  proficiency  with  treatment 
checklists  and  outcomes  measurements.  But  does 
anyone  ask  the  best  judges — your  patients — what 
they  think? 

The  sample  survey  on  the  following  page  of  this 
newsletter  can  help  physicians  see  how  they  are 
perceived  in  the  eyes  of  patients.  A staff  member  can 
compile  responses  to  show  to  health  plans  or  help 
guide  physicians  in  ways  to  improve  the  practice. 
Feel  free  to  photocopy  the  page  or  reproduce  the 
survey  on  your  stationery. 


PALMETTO  HEALTH  INITIATIVE  HOTLINE 

Question:  Who  determines  which  physician  the  Medicaid  patient  will  go  to? 
(N.  Bennett,  MD) 


Answer:  The  Medicaid  patients  will  choose  one  of  two  managed  care  plans:  (1)  Capitated  Access  Program 

(CAP),  a fully  capitated  program  covering  most  Medicaid  services  which  allows  the  Medicaid 
recipient  to  enroll  in  an  HMO,  and  (2)  Physicians'  Enhanced  Program  (PEP),  a partially  capitated 
program  covering  primary  care  services  which  allows  the  Medicaid  recipient  to  choose  one 
physician  to  serve  as  a “gatekeeper.” 

Under  both  programs,  the  recipient  will  choose  his  or  her  physician  from  a list  of  participating 
physicians.  However,  if  the  recipient  refuses  to  choose  a physician,  he/she  will  be  auto-assigned. 
This  system  of  auto-assign  is  stiU  being  developed  by  the  Health  and  Human  Services  Finance 
Commission,  the  state  agency  responsible  for  administering  the  state's  Medicaid  program. 

The  Finance  Commission  plans  to  contract  with  a Member  Access  and  Choice  Coordinator 
(MACC)  who  will  be  responsible  for  determining  that  the  person  is  eligible  for  the  program, 
enrolling  the  recipient  in  the  plan  of  his/her  choice,  and  following  through  with  the  auto-assign  if 
necessary. 

Please  call  the  Palmetto  Health  Initiative  Hotline  (1-800-825-7821)  with  your  questions  regarding  the  Medicaid 
waiver.  □ 
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SCMA  MODEL  PATIENT  SATISFACTION  SURVEY 


Dear  Mi.  or  Mr. : 

It  ii  [my/our]  objective  to  provide  you  with  quality  medkai  core  in  a courleoui,  profeuional  manner  that  mokes  you  feel  both  comfoit- 
able  and  confident  that  you  ore  getting  quality  core.  Pleose  let  us  know  how  you  would  rate  [name  of  doctor  or  group]  using  the  speci- 
fied scale.  (Orel*  tlw  rating  on  fh*  ecola  that  appliee.)  Questions  1 3 and  1 4 ore  optional. 


1»  Converaenoe  of  our  office 

lOGQIlOfI 

1 2 3 4 

EXCBimr  GOOD  FAR  POOR 


2.  Hours  when  our  office  is  open 
1 2 3 4 

EXCHIENT  GOOD  FAR  POOR 


3.  Altracriveness  and  deontnew 
of  office 

1 2 3 4 

EXCEUe^  GOOD  FAIR  POOR 


4.  Refemds  to  specially  care 
or  other  procMioners  when 
necessary 

1 2 3 4 

EXCEUB4T  GOOD  FAIR  POOR 


5.  Ability  to  see  [me/us]  in  an 
emesgency 

1 2 3 4 

EXCaiB^  GOOD  FAR  POOR 


6.  Convenience  of  making 
pppgintments  by  phone 
1 2 3 4 

EXCBI04T  GOOD  FAR  POOR 


7.  lengdi  of  time  spent  waiting  at 
the  office  to  see  the  doctor  or 

oilWi  pnBcifiiofwr 

1 2 3 

SHORT/KOWMT  WERAGEWUT  TOOIONC 

8.  length  of  tune  waiting  between 
making  on  appointment  ond  the 
day  of  your  visit 

1 2 3 

SHCxr/Nowur  weracewut  tooionc 


O » H I r 1; — I 

informotion  or  odvice  by  phone 
1 2 3 4 


EXCHIENT  GOOD 

FAR  POOR 

10.  Do  we  communicate  medfeol 

issues  cetd  procedures  deorfy? 

1 2 

3 4 

EXCB1B4T  GOOD 

FAR  POOR 

11.  Attention  given  to  what  you 

have  to  say 

1 2 

3 4 

EXCHIB^  GOOD 

FAIR  POOR 

12.Advice  we  give  idiout  ways  to 

ovoid  flness  and  stay  heoMiy 

1 2 

3 4 

EXCaLB^IT  GOOD 

MR  POOR 

[13.Number  of  doctors  you  have  to 

choose  from] 

1 2 

3 4 

EXCaie^T  GOOD 

FAR  POOR 

[lAJase  of  seeing  the  doctor  of 

your  choice] 

1 2 

3 4 

EXCEUBMT  GOOD 

FAR  POOR 

IS.Friendfawss  and  courtesy  shown 

to  you  by  doctors 

1 2 

3 4 

Excaimr  GOOD 

FAR  POOR 

16.Friendbiess  and  courtesy  shown 

toyou  by  staff 

1 2 

3 4 

EXCHIB^  GOOD 

FAR  POOR 

17.Attention  to  your  privacy 

1 2 3-4 

EXCBIEKT  GOOD  FAR  POOR 


18.  Reassurance  and  support  offered 
to  you  by  doctors  ond  stoff 
1 2 3 4 

EXCEUB^  GOOD  FAR  POOR 


19.Amount  of  time  you  hove  with 
doctors  and  staff  during  a visit 
2 ^ 

tors  SUFFtOB^  NOT  NEARLY 

&IOUGH 

20.Overol  quafity  of  care  and 
services 

1 2 3 4 

EXCHlB^r  GOOD  FAIR  POOR 


21.  Would  you  recommend  [us/me] 
to  your  famdy  or  friends  if  they 
needed  care? 

1 2 3 

YES  NO  MAYBE 


Thank  you  for  your  time. 

Please  return  this  survey  in  the 
enclosed,  setf^Kldressed,  stamped 
envelope. 


Nome  of  person  who  lifcd  out 
survey  (opHond) 


MEDICAL  FUTILITY  AND  INEFFECTIVE  CARE 
A PROPOSAL  FOR  HOSPITAL  POLICY* 

ROBERT  M.  SADE,  M.  D.** 


FURI'OSE 

Treatment  may  be  withheld  or  withdrawn  tor 
many  reasons.  The  most  common  reason  is 
refusal  by  the  patient  of  a proffered  treatment; 
such  refusal,  under  the  ethical  and  legal  princi- 
ple of  respect  for  individual  autonomy.  Justifies 
and  requires  discontinuation  of  specific  thera- 
pies. Another  reason  for  withholding  treatment 
is  futility. 

In  some  medical  situations,  treatment  is  so 
unlikely  to  result  in  a salutary  outcome  that  the 
care  may  be  deemed  “futile.”  The  notion  of 
futile  treatment,  though,  contains  two  compo- 
nents: the  personal  values  of  the  patient  and  the 
effectiveness  of  the  treatment.  Out  of  respect  for 
autonomy,  doctors  and  hospitals  should  not  sub- 
stitute their  own  values  for  those  of  the  patient. 
They  have  no  obligation,  however,  to  provide 
treatments  that  are  ineffective  in  achieving 
defined  goals;  ineffective  treatments  may  there- 
fore properly  be  withheld  or  discontinued. 

In  most  situations  when  the  question  of  futility 
arises,  an  appropriate  outcome  is,  and  should 
be,  achieved  through  discussions  between  the 
physician  (with  other  care-givers)  and  the 
patient  or  suiTogate.  On  rare  occasions,  though, 
a satisfactory  solution  cannot  be  reached 
between  them.  This  policy  is  intended  to  pro- 
vide guidance  when  there  is  such  disagreement. 

A treatment  is  futile  either  when  the  patient 
chooses  to  forego  it  because  of  insufficient  ben- 
efit, or  when  the  treatment  cannot  achieve 
objective  therapeutic  goals.  Under  this  policy, 
detemiination  of  futility  is  not  based  on  the  sub- 
jective component,  the  patient’s  values  and  pref- 
erences. Its  determination  rests  solely  on  the 
objective  component  of  futility,  ineffectiveness. 


*From  the  South  Carolina  Medical  Association  Medical 
Ethics  Committee. 

**Address  correspondence  to  Dr.  Sade  at  the  Depart- 
ment of  Surgery,  Medical  University  of  South  Carolina, 
171  Ashley  Avenue,  Charleston,  SC  29425. 


POLICY 

The  minimal  expected  outcome  of  treatment 
for  each  patient  is  survival  with  consciousness.' 
When  treatment  has  been  determined  to  be 
ineffective  in  achieving  that  outcome,  it  should 
be  discontinued. 

PROCEDURE 

1.  A treatment  that  has  virtually  no  chance  of 
leading  to  survival  with  consciousness  is 
deemed  to  be  ineffective  (a  rare  “miracle” 
cure  does  not  establish  effectiveness  of 
treatment). 

2.  A physician  who  determines  that  one  of  his 
patients  has  virtually  no  chance  of  survival 
with  consciousness  must  document  this  in 
the  hospital  record. 

3.  After  this  determination  is  made,  all  treat- 
ment except  comfort  care  should  be  discon- 
tinued. 

4.  This  determination  can  be  overruled  by 
showing  objectively  that  the  supporting 
data  are  incon'ect,  or  by  documenting  a rea- 
sonable probability  that  a new  therapy 
clearly  renders  the  available  information 
inapplicable. 

COMMENT 

Advancing  technology  has  made  it  possible  to 
keep  patients  alive  longer  under  circumstances 
they  would  not  have  survived  in  an  earlier  era. 
This  has  led  increasingly  to  what  could  be  char- 
acterized as  misuse  of  technology:  acceding  to 
demands  by  severely  ill  patients  or  their  surro- 
gates for  care  that  many  believe  is  futile.  Simi- 
larly, some  care-givers,  through  heroic  efforts 
to  do  everything  possible  for  their  patients,  may 
provide  care  that  is  futile. 

The  notion  of  futility  in  health  care  has  been 
widely  discussed,  but  important  difficulties 
arise  from  vague  and  inconsistent  uses  of  this 
word.  “Futile”  care  has  been  generally  defined 
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as  care  that  is  of  litlle  or  no  benefit  to  tlie 
patient.  It  lias  been  argued  tliat  resoiirees 
slioiiltl  not  be  used  for  inedieal  interventions 
tliat  are  I'lilile."  C'onfiision  results  when  futility 
is  understood  in  terms  both  of  benefit,  which 
has  an  important  subjective  component,  and  of 
effectiveness,  which  describes  measurable  out- 
come.’ Indeed,  a cogent  argument  has  been 
made  that  the  concept  of  futility  is  not  useful 
except  in  narrowly  defined  cases  of  ineffective 
treatment."’ 

Clear  definition  of  terms  is  therefore  crucial. 
For  purposes  of  this  document,  "benefieiar’ 
treatment  is  defined  as  effective  therapy  that 
the  patient  values  sufficiently  to  pay  the  psy- 
chological, physiological,  and  other  personal 
costs  imposed  by  the  treatment.  The  object  of 
benefit  is  the  whole  person,  not  merely  an 
organ  system  or  physiological  process.  The 
concept  of  benefit  includes  both  physiological 
effectiveness  and  value  judgments.  Because 
values,  such  as  life,  quality  of  life,  pain,  mental 
capacity,  and  others  are  weighed  differently  by 
every  person,  questions  of  degrees  of  benefit 
can  be  answered,  ultimately,  only  by  the  bene- 
ficiary, the  patient. 

Effective  treatment,  on  the  other  hand,  can  be 
defined  in  terms  of  objective  outcomes.  Treat- 
ment that  is  known  not  to  be  able  to  achieve  a 
specified  goal  we  define  as  “ineffective.” 
Effectiveness  is  distinct  from  benefit;  effective 
treatment  may  or  may  not  be  beneficial.  Eor 
example,  treating  pneumococcal  pneumonia 
with  penicillin  may  well  be  effective  in  clearing 
a lung  infection,  but  it  may  not  be  beneficial  to 
a patient  who  is  terminally  ill  with  cancer.  In 
addition,  it  is  important  not  to  require  certainty 
that  a treatment  will  not  work  before  calling  it 
ineffective,  because  apparently  miraculous 
exceptions  can  be  found  to  almost  any  claim  of 
ineffectiveness;  there  is  no  absolute  certainty  in 
the  art  and  science  of  prognosis. 

There  is  no  moral  or  legal  obligation  for  a 
physician  to  provide  care  that  is  ineffective.^ 
Professional  integrity  demands  that  patients  not 
be  subjected  to  ineffective  care,  even  if  request- 
ed, but  that  they  be  educated  regarding  effec- 
tive alternatives,  if  any.  Similarly,  a hospital  is 


not  bound  to  provide  care  that  is  ineffective, 
but  to  provide  an  environment  that  supports 
health  professionals  in  effectively  caring  for 
their  patients.  The  dellnitions  above  provide  a 
means  to  identil'y  at  least  some  situations  in 
which  there  is  no  obligation  to  initiate  or  con- 
tinue treatment.  Limiting  care  on  grounds  of 
ineffectiveness  is  a positive  responsibility  of 
physicians  and  hospitals.  The  idea  of  futility  is 
useful  in  discussions  between  patients  and 
health  care  givers,  but  limiting  care  on  grounds 
of  an  undifferentiated  notion  of  futility  that  is 
laden  with  value  judgments  and  norms  of  med- 
ical practice  requires  a higher  degree  of  social 
consensus  than  we  now  have  regarding  health 
and  medical  values. 

Ineffective  care  should  be  withheld,  or 
stopped  if  already  begun.  Some  care-givers  are 
more  reluctant  to  withdraw  than  to  initially 
withhold  ineffective  treatment;  however,  .stop- 
ping treatment  is  generally  held  to  be  morally 
the  same  as  withholding  it  initially.  Medical 
facts  and  conditions  inevitably  change  during 
treatment,  and  a therapy  that  was  effective 
when  it  was  begun  may  become  ineffective. 
The  decision-making  process  should  be  based 
on  the  circumstances  at  the  time  decisions  must 
be  made,  not  on  conditions  that  existed  at  a 
prior  time.  Moreover,  concerns  of  the  legality 
of  withdrawing  treatment  are  not  well  founded: 
though  there  may  be  difficulties  related  to  the 
legal  notion  of  abandonment  if  effective  treat- 
ment is  withdrawn,  there  is  nothing  in  the  law 
that  forbids  or  distinguishes  between  withhold- 
ing and  withdrawing  ineffective  treatment.  The 
reluctance  of  some  care-givers  to  withdraw 
ineffective  treatment,  while  understandable, 
often  is  based  mainly  on  emotional  rather  than 
on  moral  or  legal  grounds. 

These  considerations  lead  us  to  propose  the 
policy  described  above.  A policy  regarding 
ineffective  care  could  be  useful,  when  modified 
for  specific  settings,  to  physicians,  hospitals, 
nursing  homes,  and  other  care-givers. 

An  important  limitation  of  this  proposal  is 
that  the  data  required  to  make  the  determina- 
tions suggested  are  cuiTently  available  in  only  a 
few  special  instances.  The  adoption  of  policies 
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like  this  may  have  the  propitious  effect  of  stim- 
ulating physicians,  epidemiologists,  and  others 
to  generate  such  objective  data  over  a broad 
range  of  medical  care.  “I 

ENDNOTES 

1 . South  Carolina  law  provides  a definition  of  pennanent 
unconsciousness:  “Permanent  unconsciousness  means 
a medical  diagnosis,  consistent  with  accepted  stan- 
dards of  medical  practice,  that  a person  is  in  a persis- 
tent vegetative  state  or  some  other  iireversible  condi- 
tion in  which  the  person  has  no  neocoilical  function- 
ing, but  only  involuntary  vegetative  or  primitive  retle.\ 
functions  controlled  by  the  brain  stem.”  (S.C.Code 
Ann.  § 44-77-20|7)[Cum.  Supp.  1992])  It  further 
states:  “A  certification  based  upon  a diagnosis  of  per- 
manent unconsciousness  may  not  be  made  until  the 
declarant  has  remained  unconscious  for  at  least  ninety 
consecutive  days,  or  at  any  time  if  the  declarant  has 
experienced  massive  destruction  or  atrophy  of  the  cor- 
tex as  evidenced  by  neurodiagnostic  studies  or  gross 
inspection  of  the  brain,  or  some  other  characteristic  of 
the  declarant's  condition  allows  a diagnosis  of  perma- 
nent unconsciousness  to  be  made  with  a high  degree 
of  medical  certainty. ’’(.S.C.Code  Ann.  § 44-77- 
30]|Cum.  Supp.  1992]) 


The  case  of  Hclga  Wanglie  is  an  example  of  inapprtv 
priate  use  of  resources  in  the  face  of  futility,  and  illus- 
trates some  of  the  complexities  at  the  interface  of  law 
with  health  care.  See  Miles  SH:  The  case  of  Helga 
Wanglie;  A new  kind  of  “right  to  die  case.”  New  Engl 
J Med  I991;.32.3:5I1-515. 

3.  A discussion  that  describes  the  confusion  in  the  use  of 
this  terminology  can  be  found  in  L.J.  Schneiderman 
and  coauthors’  clarification  of  definitions  (Medical 
futility:  its  meaning  and  ethical  implications.  Ann  hit 
Med  1990;!  12:949-54).  We  are  indebted  to  the  same 
group  for  the  suggestion  of  using  objective  criteria  for 
defining  the  limits  of  futility  (Schneiderman  LI  and 
Jecker  NS:  Futility  in  practice.  Ann  hit  Med  1994;  in 
press). 

4.  Truog  RD.  Brett  AS.  Frader  I:  The  problem  with  futil- 
ity. New  Engl  J Med  1992;  326: 1560-3. 

5.  This  issue  is  thoroughly  discussed  by  ].  J.  Paris  and 
his  coauthors  ( Physicians’  refusal  of  requested  treat- 
ment: the  case  of  Baby  L.  New  Engl  J Med  1990; 
322:1012-5;  Beyond  autonomy — physicians’  refusal 
to  use  life-prolonging  extracorporeal  membrane  oxy- 
genation. New  Engl  1 Med  1993;  329:3547).  They 
argue  on  moral  and  normative  grounds  that  patients 
are  free  to  reject  a physician’s  recommended  treat- 
ment. but  they  are  not  free  to  design  their  own  treat- 
ment. and  the  physician  is  not  obligated  to  provide  it. 
They  cite  a series  of  legal  decisions  and  philosophic 
arguments  that  support  this  view. 
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IMPLICATIONS  OF  MANAGED  CARE  FOR  MED- 
ICAL ETHICS^^^ 

ROBERT  M.  SADE,  M.  D.* ** 

MARY  FAITH  MARSHALL,  PH.  D. 

JOHN  M.  ROBERTS,  M.  D. 

DOUGLAS  MACDONALD,  PH.  D. 


INTRODUCTION 

Physicians  liave  always  “managed  care"  of  their 
patients  by  reeommending  appropriate  diagnos- 
tic tests  and  treatment,  referring  jiatients  to  con- 
snllants  or  specialists,  and  coordinating  most 
aspects  of  care.  Contemporary  use  of  the  term 
“managed  care,"  however,  refers  to  procedures 
and  systems  used  by  third  party  payers,  both 
private  and  government,  to  control  payment  and 
affect  access  to  health  care  services.  Managed 
care  has  already  substantially  affected  the  prac- 
tices of  most  South  Carolina  physicians,  and 
promises  to  become  even  more  prominent 
under  many  of  the  proposals  for  national  reform 
of  health  services  financing. 

This  statement  is  a commentary  on  our 
changing  professional  relations,  as  well  as  an 
attempt  to  clarify  ethical  obligations  in  the 
evoking  professional  environment.  Our  pur- 
pose is  not  to  judge  managed  care:  it  is  now  a 
fact  of  professional  life,  and  its  prevalenee  is 
increasing.  Rather,  our  puipose  is  to  examine 
the  ways  in  which  the  professional  relations  of 
physieians  are  affected  by  managed  eare. 

The  introduction  of  new  and  nontraditional 
techniques  to  control  finances  and  services  has 
produeed  uncertainty  in  many  physieians  about 
their  ethical  obligations  to  their  patients,  to  col- 
leagues, to  third  parties,  and  to  society.  More- 
over, many  physicians  express  decreasing  lev- 
els of  satisfaction  with  their  work,  at  least  in 
part  beeause  of  pereeived  loss  of  professional 
autonomy  imposed  by  managed  care. 

PROFESSIONAL  WORK 

The  motivations  of  physicians  in  choosing 


*From  the  South  Carolina  Medical  Association  Medical 
Ethics  Committee. 

** Address  correspondence  to  Dr.  Sade  at  the  Depart- 
ment of  Surgery,  Medical  University  of  South  Carolina. 
171  Ashley  Avenue,  Charleston.  SC  29425. 


medicine  as  a career  and  in  sustaining  profes- 
sional life  are  many.  They  include  the  rewards 
of  service  to  others,  the  opportunity  to  seek 
new  knowledge  continually  and  apply  it  in  clin- 
ical service,  virtual  assurance  of  more  or  less 
economic  success,  enjoyment  of  the  power  to 
help  others  through  superior  knowledge,  and 
the  rewards  of  prestige  and  status  accorded 
physicians  in  our  society.  These  motivations 
are  pre.sent  in  varying  mixtures  in  each  of  us, 
and  for  each  of  us,  the  proportions  change  at 
different  stages  of  our  careers.  If  economic  suc- 
cess, power,  and  prestige  are  major  sustaining 
factors,  the  vagaries  of  managed  care  and 
health  services  reform  may  toss  us  abc)ut  unpre- 
dictably;  then,  the  practice  of  medicine  could 
become  mere  labor,  with  little  of  the  satisfac- 
tion of  earlier  years.  If,  on  the  other  hand,  the 
opportunity  to  serve  and  the  rewards  of  lifelong 
learning  are  the  most  important  professional 
rewards,  medicine  can  continue  to  be  exciting 
and  satisfying  under  almost  any  system  of 
health  system  reform. 

THE  PHYSICIAN  AS  FIDUCIARY  TO 
THE  PATIENT 

Holding  the  best  interest  of  the  patient  as  the 
first  priority  of  professional  life  has  long  been 
part  of  medical  ethics,  and  is  explicitly  stated  in 
the  SCMA  code  of  ethics.'  This  principle  has 
led  to  such  statements  as:  “Physieians  are 
required  to  do  everything  they  believe  may 
benefit  each  patient  without  regard  to  costs  or 
other  societal  eonsiderations,”-  and  “Asking 
physicians  to  be  cost-eonseious... would  be 
asking  them  to  abandon  their  central  commit- 
ment to  their  patients."'' 

These  views  arise  from  the  Hippocratic  tradi- 
tion of  beneficence  and  from  the  belief  that 
physicians  owe  special  obligations  to  patients 
beeause  patients,  qua  patients,  are  vulnerable. 
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Their  vulnerability  arises  from  the  assoeiation 
of  illness  with  eomproniise  of  elear  thinking 
that  may  distort  the  patient’s  ordinary  Judg- 
ment. as  well  as  from  important  differenees  in 
medical  knowlege  that  weigh  the  balance  of 
power  in  favor  of  the  physician's  side  of  the 
relationship.  The  special  obligations  of  physi- 
cians. not  owed  under  general  contractual  cir- 
cumstances, comprise  a fiduciary,  or  trust,  rela- 
tionship. manifested  as  fidelity  to  the  patient’s 
best  interest. 

Ordinaiy  business  ethics  do  not  apply  to  the 
physician-patient  relationship.  The  patient’s  vul- 
nerability requires  a fiduciary  commitment  on 
the  part  of  the  physician  to  serve  a patient’s 
medical  interests  above  his  own  financial  inter- 
ests. This  commitment  is  realized  on  two  levels, 
individual  and  social.  First,  the  physician  must 
place  his  patient’s  interests  above  his  own.  .Sec- 
ond. the  physician  must  place  his  patient’s  inter- 
ests above  those  of  all  others,  including  the 
interests  of  business,  government,  and  society.^ 
This  commitment  was  more  easily  realized  in 
the  past,  when  retrospective  reimbursement  and 
cost-shifting  allowed  for  a unitary  approach  to 
the  delivery  of  health  care.  Recent  trends  in 
reimbursement,  including  capitation  and  man- 
aged care  plans,  raise  important  questions. 
How  does  a physician  maintain  fidelity  to  a 
patient  under  these  circumstances?  Does  he 
have  new  responsibilities  to  all  patients  in  a 
health  plan’  or  to  everyone  in  society,  given 
resource  limitations?  What  obligations  does  the 
physician  owe  to  the  plan  versus  the  patient'.’ 

The  advent  of  managed  care  has  produced 
potential  challenges  to  the  traditional  fidelity  of 
physicians  to  patients  in  the  context  of  limits  to 
care  imposed  against  the  patient’s  good  in  favor 
of  the  good  of  society,  the  good  of  the  health 
plan,  and  the  good  of  the  physician.  Haavi  Mor- 
reim  has  offered  a proposal  to  clarify  some  of 
those  boundaries:  a divided  standard  of  care.'’ 
Physicians  are  held  to  a standard  of  medical 
expertise,  which  is  “the  level  of  knowledge, 
skill,  and  effort  that  he  is  expected  to  deliver  to 
every  patient  whom  he  accepts  for  care,  regard- 
less of  the  patient’s  income.”  A second  stan- 
dard, the  standard  of  resource  use,  “is  the 
level  of  medical  and  monetary  resources  to 
which  the  patient  is  legally  entitled. . .[which]  is 
a function,  not  of  what  some  physician  thinks 
he  needs,  but  of  what  care  or  coverage  the 


patient  or  others  have  purchased  for  him.” 
.Someone  other  than  the  physician  is  thus  cast  in 
the  role  of  rationcr.  This  division  of  standards 
should  be  recognized  in  medical  ethics,  by  soci- 
ety, and  in  the  law. 

The  limits  to  care  set  by  society  or  by  a health 
plan  are  likely  to  be  ambiguous,  however,  so  the 
divided  standard  offers  little  guidance  to  the 
physician  in  deciding  whether  to  be  an  advocate 
for  the  patient  for  particular  interventions. 
Treatment  options  that  are  not  beneficial  to  the 
patient  need  not  be  presented  to  the  patient  nor 
should  they  be  advocated  by  the  physician.  But 
what  of  beneficial  interventions'.’  What  are  the 
physician’s  obligations  when  a beneficial  treat- 
ment is  excluded  by  the  plan'.’  .Susan  Wolf  has 
suggested  an  algorithm  to  guide  the  physician  in 
informing  patients  and  advocating  on  the 
patient’s  behalf  based  on  whether  or  not  the 
plan  excludes  a potentially  beneficial  treatment, 
or  whether  the  plan  gives  the  physician  discre- 
tion in  limiting  care."  Under  her  algorithms,  the 
physician  is  always  obligated  to  inform  patients 
of  potentially  beneficial  treatment.  The  obliga- 
tion to  be  the  patient’s  advocate  for  a specific 
beneficial  service  may  vary,  however.  We  pro- 
pose a modifieation  of  her  algorithm  to  reflect 
advocacy  obligations  under  varying  degrees  of 
benefit  and  plan  designs.  (Figure  1 ). 

Fidelity  to  the  patient’s  interests  extend  to 
inteiprofessional  relations  as  well.  Health  plans 
often  require  that  consultations  be  sought  only 
from  specified  physicians.  Not  all  physicians 
are  of  equal  ability,  ranging  along  a spectrum 
from  outstanding  to  incompetent.  There  are 
long  established  procedures  for  dealing  with 
questions  of  competence,  and  these  are  not 
altered  by  managed  care.''  Not  many  physicians 
are  located  at  the  lower  end  of  the  spectrum, 
but  there  are  some,  and  those  few  may  have  the 
formal  credentials  to  be  included  on  a plan’s 
approved  consultant  list.  If  a physician  has  rea- 
son to  doubt  the  competence  of  another  physi- 
cian to  whom  refenal  is  mandated  by  the  plan, 
his  obligation  to  the  patient  requires  that  he  not 
make  such  a refeiral.  Health  plans  should  have 
alternate  referral  options  to  anticipate  and 
accommodate  such  contingencies. 

Physicians  must  regard  their  own  levels  of 
compensation  as  well  as  patient  services  under 
managed  care  as  moral  issues.  In  such  systems, 
.scarcity  and  abundance  of  resources  are  shared 
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Potent ittlly  beneficial 
treatment  is  likely  to  confer: 

If  plan  does  not 
clearly  exclude, 
Ithysician: 

If  plan  clearly 

excludes, 

physician: 

If  plan  gives 

discretion, 

physician: 

1.  minimal  benefit 

shotdd  advocate 

may,  but  need  not 
advocate 

should 

advocate 

2.  more  than  minimal 
benefit 

should  advocate 

should  advocate 

should 

advocate 

Fijiure  1.  Pntposed  physician  obligations  to  pr<»vidc  potentially  beneficial  treatment  chosen  by  a patient  or  sur- 
rogate in  a health  |)lan. 

among  patients.  “Gaming"  a healtli  plan  I’or 
one's  own  monetary  gain  or  for  tlie  benefit  of 
patients  is  unethieal,  beeairse  siieh  aetions  vio- 
late duties  of  veraeity  and  benefieenee,  and,  in 
addition,  violate  the  eontraetual  justiee  and 
promise-keeping  premises  whieh  underlie 
soeial  eontraets.  As  Morreim  states: 

Widespread  gaming  represents  a systematic 
assault  on  patient-payer  contracts.  Payers  and 
patients  necessarily  draw  limits  on  their  mutu- 
al obligations.  Payers  cannot  agree  to  provide 
literally  limitless  care,  any  more  than  patients 
can  pay  literally  limitless  premiums.  The 
physician  who  systematically  undermines  such 
legitimate  limits  through  gaming  not  only 
threatens  the  integrity  of  individual  agree- 
ments, he  also  invites  economic  anarchy  by 
assaulting  the  confidence  with  whieh  people 
can  make  such  agreements  in  the  first  place."' 
Physicians  should  cooperate  with  resource 
rationing  within  a health  plan.  They  cannot 
ensure  that  resources  saved  in  the  care  of  a par- 
ticular patient  will  necessarily  accrue  to  needier 
patients,  but  it  is  clear  that  resources  spent  on  a 
particular  patient  will  not  be  available  to  others. 
Fiduciary  obligations  to  patients  do  not  include 
gaming  the  system. 

Physicians  have  obligations  as  citizens  and  as 
health  care  professionals  to  involve  themselves 
in  fashioning  resource  allocation  systems  that 
are  morally  grounded.  A general  form  of  this 
obligation  is  part  of  our  ethical  code  and  has 
been  discussed  elsewhere." 

THE  INEVITABILITY  OF  A MULTI- 
TIERED SYSTEM 


It  is  not  clear  what  sort  of  national  health  ser- 
vices financing  system  we  will  have  when  the 
current  congressional  debate  is  completed.  The 
possibilities  range  from  predominantly  market 
reform'-  to  a British  or  Canadian  style  ol'  mono- 
lithic, single  level  system.  Many  of  the  non- 
market  reform  proposals  (we  include  Clinton’s 
and  related  versions  of  managed  competition  in 
this  group)  place  a high  value  on  “equity”  in 
providing  health  care  to  all  citizens.  But  what 
kind  of  equity  underlies  such  systems? 

In  considering  the  meaning  of  equity  in 
health  care,  the  President's  Commission  for  the 
Study  of  Ethical  Problems  in  Medicine  and 
Biomedical  and  Behavioral  Research  rejected 
the  definition  of  equity  as  “equality.”"  Equity 
as  equality  characterizes  delivery  systems  such 
as  a national  health  service  (Britain)  or  an 
insurance  model  (Canada)  under  which  each 
citizen  is  guaranteed  the  same  level  of  health 
care.  Examining  the  means  by  which  health 
care  might  be  equalized  reveals  inherent  severe 
shortcomings.  There  are  two  ways  health  care 
resources  can  be  equalized  — levelling  up  or 
levelling  down:  to  level  up,  .social  funding  must 
provide  each  individual  with  the  current  high 
level  of  resource  consumption  available  to 
those  with  private  means;  to  level  down,  all 
must  agree  or  be  compelled  to  receive  a lower 
level  of  care.  The  former  is  achievable  only  at 
the  expense  of  other  social  goods,  such  as 
defense  or  the  Justiee  system.  The  latter  is 
achievable  at  the  expense  of  one’s  freedom  to 
spend  private  dollars  as  one  wishes.  Blumstein 
and  Sloan'^  submit  that  neither  of  these  alterna- 
tives is  necessarily  feasible  nor  desirable: 
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Levelling  up  would  require  sueh  a staggering 
cominitmenl  of  resources  that  other  public 
priorities  would  unduly  suffer;  levelling  down 
would  promote  gross  inefficiency,  lower  qual- 
ity, achieve  a dubious  soil  of  equity  in  which 
waiting  time  would  be  the  main  resource 
allocator,  and  threaten  fundamental  precepts 
of  freedom  by  bairing  individual  expenditures 
for  health  above  some  arbitrary  limit  set  by 
government. 

The  President's  Commission  rejected  the 
notion  of  equity  as  equality  in  health  care,  but 
embraced  equity  rather  as  an  “adequate  level  of 
health  care."  This  would  provide  a basic  level 
of  care  for  all  while  also  permitting  a stratified 
system  characterized  by  inequality.  Given  the 
difficulties  inherent  in  any  attempt  at  levelling, 
a multi-tiered  health  care  system  seems 
inevitable  in  American  society.  The  standard  of 
care  required  of  physicians,  or  what  physicians 
owe  their  patients,  must  reflect  this  duality.  The 
prospective  reimbursement  structure  of  man- 
aged care  makes  it  unreasonable  to  expect 
physicians  equitably  to  allocate  resources 
which  they  do  not  own  or  control,  as  was  possi- 
ble under  retrospective,  fee-for-service  reim- 
bursement. This  difficulty  is  addressed  by  Mor- 
reim’s  divided  standards,  the  standard  of  medi- 
cal expeilise  and  the  standard  of  resource  use, 
discus.sed  above. 

FINANCIAL  INCENTIVES 
Not  all  financial  incentives  to  limit  care  create 
the  same  degree  of  conflict  between  the  physi- 
cian’s and  others’  interests  and  the  patient’s. 
The  degree  of  influence  of  a financial  incentive 
varies  according  to  the  percentage  of  the  physi- 
cian’s income  which  is  placed  at  risk,  the  fre- 
quency at  which  incentive  payments  are  calcu- 
lated, and  the  size  of  the  group  of  physicians 
upon  which  the  economic  performance  is 
judged.  Eor  example,  a small  group  of  physi- 
cians will  feel  the  effects  of  sharing  financial 
risk  more  intensely  than  a large  group.  In  gen- 
eral, the  threat  to  the  quality  of  care  increases 
when  financial  incentives  are  closely  linked  to 
treatment  decisions  about  individual  patients 
and  to  physician  performance  over  short  peri- 
ods of  time,  and  when  there  is  a high  level  of 
financial  risk  to  the  physician.'^  In  addition,  a 
for-profit  managed  care  system  may  employ 
stronger  financial  incentives  than  a not-for- 


profit  arrangement  because  of  the  pressure  to 
pay  profits  to  shareholders. 

Because  of  these  difficulties,  an  important 
ethical  obligation  of  health  plans  as  moral 
agents''’  is  to  avoid  creating  financial  incentives 
for  physicians  to  deny  patients  potentially  ben- 
eficial treatment.  Marc  Rodwin  argues  that 
there  are  many  reasons  patients  may  be  denied 
care:  unavailability  of  resources  and  specific 
plan  exclusions,  for  example.''  Pitting  physi- 
cians’ interests  against  patients'  is  too  blunt  an 
instrument,  discouraging  needed  as  well  as 
frivolous  treatment.  We  agree  with  this  posi- 
tion, and  suggest  that  there  are  parallel  obliga- 
tions of  health  plans  not  to  offer  and  of  physi- 
cians not  to  accept  financial  incentives  to  deny 
beneficial  care  to  patients.  Such  incentives 
include,  among  others,  hold-backs,  bonuses, 
and  penalties  based  on  consumption  of  plan 
resources  by  patients. 

It  could  be  argued  that  under  fee-for-service 
financing,  the  physician  stood  to  benefit  finan- 
cially from  treating  patients,  so  too  much  or 
unnecessary  care  resulted.  There  is  a funda- 
mental difference  between  the  two  situations, 
however.  Under  the  older  fee-for-.service  sys- 
tem, the  physician  is  responsible  directly  to  the 
patient,  and  the  patient  is  unequivocally  the 
object  of  his  loyalty.  Under  managed  care, 
however,  the  physician's  loyalty  is  divided 
between  the  patient,  who  is  receiving  the  ser- 
vice, and  the  plan,  which  is  paying  the  bill  in 
the  role  of  the  patient's  agent. There  are  there- 
fore more  frequent  opportunities  and  greater 
temptations  for  the  physician  under  managed 
care  to  act  for  interests  other  than  the  patient's. 
It  is  true  that  fidelity  to  patients’  interests  has 
not  been  universally  honored  by  all  physicians 
in  the  past,  but  nonetheless  the  concept  has 
been  a robust  component  of  the  identity  of 
medicine  as  a profession.  The  growth  of  man- 
aged care  in  the  past  decade  has  been  associat- 
ed with  clearly  increasing  fragility  of  that 
important  aspect  of  our  ethic. 

The  medical  profession  is  at  a watershed  of 
identity.*'^  Two  defining  ethical  positions  are; 
( 1.)  We  can  accept  as  ethical  any  and  all  finan- 
cial arrangements  designed  by  health  plans  to 
control  expenditures,  including  incentives  for 
physicians  to  deny  or  withhold  care  in  order  to 
maximize  their  own  incomes.  This  choice  will 
move  us  away  from  the  ethic  of  fidelity  only  to 
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Ihc  palic'iU,  toward  an  clhic  based  on  divided 
loyalties.  Or  (2.)  we  ean  rejeet  as  ethieally 
iinaeeeiitahle  I'inaneial  ineentives  that  plaee  oiir 
obligations  of  firlelity  to  the  patient  at  signil’i- 
eant  risk.  There  is  a notable  laek  of  data  on  oiit- 
eonies  of  treatment  assoeiated  with  dilTerent 
kinds  of  linaneial  ineentives:’"  that  is,  we  know 
very  little  about  how  the  health  oT  patients  is 
alTeeted  by  behavioral  ehanges  in  physicians 
indiieed  by  managed  eare,  or  about  its  elTeet  on 
patients'  trust  of  |)hysieians.  It  is  therefore  diffi- 
eult  to  identify  a middle  ground  between  these 
two  positions.  Because  of  the  central  impor- 
tance in  medical  ethics  of  physician  fidelity  to 
the  ixitient's  interests,  the  burden  of  proof  that  a 
particular  financial  incentive  does  not  harm  the 
relationship  of  trust  of  patient  for  physician  lies 
upon  those  who  claim  there  is  no  harm. 

It  seems  clear  to  us  that  financial  ineentives 
pose  a threat  to  the  identity  of  medicine  as  a 
earing,  protective,  trusted  profession.  Unam- 
biguous commitment  to  the  Hippocratic  tradi- 
tion ean  be  achieved  by  rejecting  as  unethical 
financial  arrangements  that  undermine  fidelity 
to  the  interests  of  patients.  Such  anangements 
include  rewarding  (for  lower  resource  usage  in 
their  patients'  behalf)  or  penalizing  (for  higher 
usage)  individual  physicians  or  small  groups  of 
physicians  over  short  periods  of  time.  Risk- 
sharing by  large  groups  of  physicians  over  long 
periods  of  time  (say,  a year  or  longer)  may  pose 
less  risk  to  the  physician-patient  relationship. 

Health  plans  use  financial  incentives  to 
change  physicians’  behavior  and  there  is  no 
doubt  that  they  ean  be  effective.-'  Behavioral 
ehanges  have  two  effects:  they  change  resource 
usage  and  they  move  physicians  away  from 
choices  (presumably  in  the  patient's  best  inter- 
ests) they  would  otherwise  have  made.  These 
ehanges  relate  directly  to  each  other:  larger 
effects  on  resource  usage  are  assoeiated  with 
greater  movement  of  physicians’  choices. 
Thus,  there  is  a fundamental  conflict  between 
the  goal  of  the  health  plan  to  reduce  resource 
costs  and  the  goal  of  the  physician  to  serve  the 
patient’s  best  interest.  Financial  incentives  that 
have  little  or  no  effect  on  physician  behavior 
are  the  only  ethieally  acceptable  ones,  but  they 
afso  are  of  little  or  no  value  to  the  plan.  In  view 
of  this  standoff  between  the  plan’s  financial 
interests  and  the  physician’s  ethical  obligations, 
one  wonders  whether  there  is  any  place  for 


financial  incentives  for  physicians  in  managed 
eare  systems.  Perhaps  cost  control  ean  best  be 
achieved  through  mechanisms  that  do  not  inter- 
fere with  obligations  of  fidelity  and  do  not 
threaten  the  patient-physician  relationship. 
'I'he.se  may  include  explicit  service  exclusions, 
specific  rules  governing  the  decision  process, 
and  monetary  limits  on  services.  Such  controls 
can  be  administered  by  non-physicians  imder 
Morreim’s  standard  of  resource  use.  Their 
effect  on  c|uality  of  eare  is  not  clearly  under- 
stood and  should  be  studied  to  quantify  possi- 
ble effects. 

When  a customer  engages  in  ordinary  busi- 
ness interactions,  the  governing  rule  is  caveat 
emptor.  This  is  not  the  expectation  of  a patient 
entering  a hospital  or  doctor’s  office;  rather,  the 
expectation,  supported  by  thousands  of  years  of 
tradition,  is  that  the  physician  will  act  as  fidu- 
ciary to  the  patient.  This  circumstance  places 
an  extra  burden  of  honesty  and  truthful  adver- 
tising on  both  physicians  and  health  plans  to 
notify  potential  patients  of  the  existence, 
nature,  and  magnitude  of  cost  control  mea- 
sures, both  physician  incentives  and  service 
limits,  that  might  result  in  denial  of  care. 

Financial  incentives  are  not  the  only  threat  to 
the  physician-patient  relationship  under  man- 
aged care.  There  will  be  other  more  subtle 
incentives  to  deny  care.  For  example,  package 
pricing  is  becoming  widespread.  A contract 
between  a large  company  and  a health  plan 
may  set  a specific  price  for  an  operation,  for 
example  a coronary  bypass,  including  all  hos- 
pital and  physician  services.  This  price  is  paid 
for  every  such  operation,  regardless  of  cost. 
Pressures  from  administrators  within  the  plan 
may  be  brought  to  bear  on  cardiologists  and 
surgeons  not  to  operate  on  patients  with  multi- 
ple comorbidities  who  are  therefore  likely  incur 
costs  substantially  higher  than  the  contracted 
price.  Moreover,  mortality  rates  are  likely  to 
become  one  of  the  criteria  by  which  companies 
choose  health  plans.  Administrators  of  the  plan 
are  then  likely  to  influence  physicians  to  deny 
coronary  bypass  operation  to  a patient  with 
higher  (say,  five  to  10  percent)  risk  than  the 
average  patient  (about  one  to  two  percent) 
because  of  the  upward  effect  on  mortality  rate 
(this  problem  is  unlikely  to  be  solved  soon  by 
risk  adjustment,  because  outcome  assessment  is 
a developing  technology).  Thus,  there  will  be 
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pressures  on  physieians  to  deny  care  to  some 
patients  (for  example,  by  declaring  them  inop- 
erable): the  heart  patient  with  diabetes,  periph- 
eral vascular  disease  and  chronic  renal  failure 
who  is  likely  to  require  high  cost  intensive  care 
for  more  than  a day  or  two;  the  patient  with  a 
low  left  ventricular  ejection  fraction  and  a 
"high”  mortality  risk  of  15  percent).  Physicians 
should  be  aw'are  of  subtle  pressures  to  ration 
care  in  this  manner,  and  should  not  succumb  to 
them.  Rather,  criteria  for  exclusion  should  be 
explicitly  described  by  the  plan. 

ADDITIONAL  CONSIDERATIONS 

Health  care  reform  is  likely  to  bring  patients 
into  the  health  care  system  who  are  of  low  eco- 
nomic status  and  not  of  social  stature  equiva- 
lent to  that  of  the  physicians  caring  for  them. 
This  may  exacerbate  existing  problems  in  med- 
ical ethics.  Wolf  suggests'’  that  self-determina- 
tion is  most  likely  to  be  based  on  truly 
informed  and  valid  consent  when  three  condi- 
tions are  met:  ( I .)  the  physician  and  patient  can 
easily  communicate  with  one  another;  (2.)  the 
patient  trusts  the  physician  enough  to  commu- 
nicate his  real  preferences;  and  (3.)  the  patient 
has  enough  real  options  to  make  self-determi- 
nation meaningful.  All  these  are  cuiTently  prob- 
lems for  some  patients.  Eor  example,  poor 
black  women  may  not  communicate  well  with 
physicians,  and  are  more  likely  than  other 
women  to  suffer  punitive  measures  for  drug 
abuse  during  pregnancy:  there  is  a low  level  of 
trust  of  physicians  and  the  health  care  system 
by  such  women.  Moreover,  patients  in  nursing 
homes  often  lack  choice,  control,  indepen- 
dence, and  the  ability  to  articulate  choices 
clearly,  so  have  few  real  options  for  meaningful 
self-determination. 

Physicians  are  obligated  to  do  more  than  give 
information  and  respect  choices  of  patients;  in 
addition,  they  should  identify  and  overcome 
barriers  to  clear  communication.  By  helping 
patients  to  find  resources  they  may  not  have 
known  existed,  physicians  may  help  to  create 
more  options,  allowing  greater  self-determina- 
tion for  such  patients. 

The  South  Carolina  Medical  Association  has 
an  important  advantage  over  many  other  state 
medical  associations.  Managed  care  has  not  yet 
gained  as  substantial  a share  of  our  health  insur- 
ance market  as  it  has  in  other  states.  We  are 


therefore  in  a position  proactively  to  propound 
and  observe  guidelines  designed  to  maintain  our 
Hippocratic  identity  to  an  extent  not  possible 
elsewhere;  for  example  in  Massachusetts.  Cali- 
fornia. and  other  states  the  livelihoods  of  many 
physicians  already  heavily  depend  on  health 
plans  that  use  the  most  pernicious  types  of 
incentives.  Despite  pereeptive  works  like  those 
of  Moneim  and  Wolf,  the  bioethics  community 
in  this  country  has  not  developed  a consistent 
position  on  the  ethics  of  managed  care,  leaving 
the  medical  profession  with  little  guidance  on 
how  to  respond  to  perceived  threats  to  profes- 
sional integrity.  The  guidelines  we  suggest  may 
be  a model  for  other  states. 

ETHICAL  (H  IDELINES 

1.  Physicians  must  abide  by  the  rules  of  the 
health  plan  in  financial  matters  and  in  pro- 
vision of  services,  but  are  encouraged  to 
challenge  the  rules  within  an  established 
appeal  mechanism  when  advocating  for  a 
patient. 

2.  Physicians  must  inform  patients  of  medical- 
ly appropriate,  potentially  beneficial  service 
alternatives,  regardless  of  cost  or  coverage 
by  the  plan;  they  should  not  allow  concern 
for  desirable  outeome  statistics  to  interfere 
with  informing  or  advocating  for  patients. 

3.  Physicians  should  encourage  the  plan  to 
anticipate  conflicts  between  medical  Judg- 
ment and  policies  in  routine  practice  and  in 
emergencies,  and  help  establish  routes  for 
routine  and  urgent  appeals. 

4.  Physicians  should  advocate  (provide  or,  in 
case  of  denial  by  the  plan,  appeal)  on  their 
patient’s  behalf  for  all  services  that  may  be 
beneficial  and  are  not  excluded  by  the  plan, 
and  excluded  services  that  are  more  than 
minimally  beneficial.  They  may  but  are  not 
ethically  bound  to  advocate  on  the  patient’s 
behalf  for  excluded  services  that  are  only 
minimally  beneficial. 

5.  Physicians  should  insist  that  any  plan  in 
which  they  participate  use  no  system  of 
financial  gains  and  losses  that  encourages 
physicians  to  limit  beneficial  services  they 
may  offer  to  patients. 

6.  Physicians  must  assure  that  their  contractu- 
al agreements  restricting  refenal  or  limiting 
service  options  are  disclosed  to  patients 
(acceptable  mechanisms  of  limiting  ser- 
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vices  incliKic  exclusions  and  procedural 
rules  specified  in  the  plan-iiatienl  conlracl), 
and  that  the  plan  makes  adet|uale  disclosure 
lo  all  palienls  prior  lo  enrollmenl. 

7.  Physicians  should  iiromote  an  elleclive  pro- 
gram ol  peer  review  lo  monitor  and  evalu- 
ate the  quality  and  appropriateness  of 
patient  care  services  provided  within  their 
pracliee  settings. 

8.  Physicians  are  responsible  Tor  medieal  deei- 
sions  and  quality  c)f  care,  irrespective  of 
conclusions  reached  by  reviewers;  they 
must  act  always  on  the  basis  of  their  own 
best  Judgment. 

9.  Physicians  should  make  special  eiTorts  to 
overcome  barriers  tc)  clear  communication 
with  patients  of  cultural  and  socioeconomic 
status  different  from  their  own.  respect  their 
values,  and  help  to  identify  resourees  that 
will  increase  options  and  optimize  self- 
determination. 

10.  Physicians  should  not  refer  patients  to  col- 
leagues they  feel  may  not  be  competent, 
even  if  the  refemil  is  mandated  by  the  plan; 
moreover,  when  an  issue  of  competency  has 
been  raised,  there  should  be  an  established 
policy  to  evaluate  the  chiu'ges  and  make  dis- 
position, while  respecting  confidentiality 
and  privacy  of  all  concerned  parties. 

1 1 . Physicians  should,  in  their  roles  as  citizens 

and  as  health  care  professionals,  help  to 
fashion  resource  allocation  systems  that  are 
morally  grounded.  D 
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OVERVIEW  OF  GENETIC  TESTING 

“The  history  of  man  for  the  nine  months  pre- 
ceding his  birth  would,  probably,  be  far  more 
interesting  and  contain  events  of  greater 
moment  than  all  the  threescore  and  ten  years 
that  follow  it.”' 

Genetic  testing  is  reported  to  be  the  fastest 
growing  area  in  medical  diagnostics.  The 
Office  of  Technology  Assessment  estimates 
that  the  number  of  genetic  tests  will  increase 
tenfold  in  the  next  decade.  Already  hundreds 
of  thousands  of  fetuses  are  being  tested  every 
year  by  amniocentesis  and  chorionic  villus 
sampling.^  Recently  pre-implantation  embryos 
have  been  biopsied  for  genetic  screening." 

Postnatal  testing  includes  biochemical  assay, 
chromosome  analysis,  identification  of  a 
genetic  marker  linked  to  a faulty  gene,  or 
identification  of  the  gene  itself."*  In  the  past 
year,  researchers  have  found  genes  associated 
with  Alzheimer’s  disease,  Huntington’s  dis- 
ease, and  colon  cancer,  and  expect  to  confinn 
a breast  cancer  gene  almost  any  day.  With  this 
testing  people  could  be  warned  that  they  are  at 
special  risk  for  those  diseases  and,  when  used 
in  conjunction  with  prospective  therapies  that 
replace  defective  genes  with  working  ones, 
genetic  tests  could  lead  to  real  cures. 

We  now  have  DNA  tests  for  numerous  X 
chromosomal  gene  defects  (e.g.,  the  high  fre- 
quency fragile  X mental  retardation  syn- 
drome), autosomal  dominant  conditions  (e.g., 
polycystic  kidney  disease,  myotonic  dystro- 
phy, colonic  polyposis)  and  autosomal  reces- 
sive diseases  (e.g.,  cystic  fibrosis  and  tha- 
lassemia)." Peters  predicts  that  the  identifica- 
tion of  genes  associated  with  susceptibility  to 
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common  disorders  such  as  breast  cancer  will 
propel  this  specialty  into  the  area  of  preven- 
tive health  care.* 

Genetic  testing  generally  is  done  for  one  or 
more  of  five  purposes:  detection  or  exclusion 
of  defective  genes,  treatment  of  genetic  disor- 
ders, reproductive  counseling,  sex  determina- 
tion, and  prediction  of  possible  outcomes  to 
the  patient  and  to  family  members.  For  genet- 
ic screening  to  be  useful  and  successful,  Bost 
has  suggested  three  requirements; 

1 . screening  must  lead  to  clear  diagnosis; 

2.  clear  information  on  risk(s)  must  be 
available; 

3.  a beneficial  solution  must  be  possible."' 

Modell  suggests  other  important  factors:  the 

condition  should  be  common  and  important, 
screening  should  be  affordable,  and  the  solu- 
tion should  be  acceptable  to  the  population 
concerned." 

Until  recently,  the  methods  employed  to 
prevent  the  delivery  of  an  infant  with  a seri- 
ous genetic  defect  have  been  to  avoid  repro- 
duction altogether,  to  avoid  reproducing  with 
certain  mates,  to  obtain  materials  from  an 
existing  pregnancy  by  amniocentesis,  or  earli- 
er by  chorionic  villus  sampling  and,  if  a seri- 
ous genetic  defect  was  found,  to  abort  the 
fetus.  Now,  extending  the  techniques  of  in 
vitro  fertilization  (IVF),  pre-embryos  can  be 
biopsied  for  analysis  of  their  DNA  prior  to 
implantation.  Hammersmith  Hospital  in  Lon- 
don screens  for  all  recessive  gene  disorders 
by  this  method.  The  Ontario  Hospital  in 
Canada  screens  for  only  specific  and  severe 
X-linked  disorders.  It  is  believed  that  pre- 
implantation genetic  screening  will  reduce 
the  need  for  genetically  related  first  and  sec- 
ond trimester  therapeutic  abortions  and  also 
save  the  parents-to-be  from  the  lengthy  wait 
to  learn  whether  they  will,  in  fact,  have  a 
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hcallliy  child." 

Some  lime  ago.  four  erileria  were  esUib- 
lishetl  as  prereciiiisiles  I'oi'  testing  to  sereen 
newborns:  rirsl,  that  lliere  be  a disease,  not 
simply  laboratory  variation;  secondly,  that  the 
disease  should  cause  serious  problems,  such 
as  mental  retardation  or  early  death;  thirdly, 
that  the  problems  caused  by  the  disease  be 
amenable  to  treatment  directed  at  preventing 
symptoms;  lourthly,  that  a marker  for  the  dis- 
ease be  identifiable  in  the  newborn  prior  ic)  the 
appearance  of  symptoms  and  before  the  hio- 
chemieal  abnormalities  of  the  disease  produce 
irreversible  damage."  As  lime  has  passed,  this 
strict  application  of  classical  criteria  has  been 
modified  so  that  total  elimination  of  the 
appearanee  of  symptoms  is  no  longer 
recjuired.  Instead,  it  is  acceptable  if  there  are 
some  benefits  from  early  detection  even  if 
eomplete  prevention  of  disease  is  not  possible. 
For  instance,  in  patients  with  cystic  fibrosis, 
severe  morbidity  and  mortality  within  the  first 
year  of  life  may  be  avoided  through  early 
intervention  with  antibiotics  and  pancreatic 
enzymes.  In  patients  with  siekle  cell  disease, 
the  initiation  of  antibiotic  therapy  can  prevent 
death  from  overwhelming  bacterial  infection 
during  infancy.  Although  not  all  the  long-term 
consequences  of  these  disorders  are  altered  by 
early  identification  and  treatment,  the  benefits 
derived  therefrom  are  considered  adequate 
reasons  for  screening."' 

Originally,  the  intent  of  screening  was  to 
benefit  the  newborn;  identification  of  carriers 
was  secondary.  In  the  future,  a major  goal  of 
sereening  may  be  identification  of  carriers  to 
allow  appropriate  reproductive  counseling, 
without  any  direct  benefit  to  the  newborn." 

In  addition,  genetic  testing  can  be  used  to 
identify  defects  that  are  not  a risk  for  the 
patient's  offspring  but  a risk  for  the  patient. 
Testing  may  show  that  the  patient  may  suffer 
from  a late-onset  disorder  or  that  the  patient 
is  at  risk  for  developing  a particular  disease 
when  exposed  to  environmental  stimuli.  Also, 
recent  research  has  indicated  that  carriers  of 
single  gene  recessive  disorders  might  have  a 
predisposition  towards  developing  other  types 


ol'  health  problems.'^ 

fhe  consequences  of  testing  need  to  be  con- 
sidered in  light  of  the  effect  on  the  individual 
tested,  the  effect  on  that  individual’s  relatives, 
and  the  vulnerability  of  the  individual  to 
genetic  discrimination  in  terms  of  insurabili- 
ty, employability,  and  admission  to  certain 
institutions  (educational,  military,  and  the 
like),  d'he  questions  that  must  be  answered 
include;  who  gels  tested;  who  gets  the  results 
of  the  testing;  how  can  privacy  be  protected; 
how  far  should  confidentiality  extend;  how 
can  informed  consent  be  assured? 

From  the  perspective  of  ethics,  genetic 
counseling  should  precede  any  use  of  prenatal 
diagnosis.  The  purpose  is  the  education  and 
preparation  of  individuals  for  the  choices  they 
must  make  during  the  informed  consent  pro- 
cess of  prenatal  diagnosis.  Genetic  counseling 
has  been  defined  as  follows;  “A  communica- 
tion process  which  deals  with  the  human 
problems  associated  with  the  recurrence,  or 
the  risk  of  occurrence,  of  a genetic  disorder  in 
a family.”"  Thus,  genetic  counseling  is  equal- 
ly important  in  the  genetic  diseases  which 
present  in  adult  life  because  many  are  domi- 
nantly inherited.  This  means  the  diagnosis  of 
one  family  member  may  reveal  that  relatives 
are  at  risk  for  developing  the  same  disease. 
Forewarned  of  this  risk,  they  may  avail  them- 
selves of  medical  intervention  and  also  have 
the  opportunity  to  consider  reproductive 
options  before  it  is  too  late.’ 

DISCUSSION 

The  ethical  principles  of  respect  for  persons, 
beneficence,  non-maleficence,  proportionality 
and  justice,  so  well  known  in  medical  prac- 
tice and  research,  should  apply  to  genetic 
screening  and  counseling.  Genetic  counseling 
and  screening  practiced  under  these  princi- 
ples have  much  to  offer.  However,  not  all  the 
ethical  problems  that  arise  in  genetic  screen- 
ing have  clear  and  generally  accepted 
answers. 

A basic  moral  question  arising  in  the  con- 
text of  genetic  screening  is  the  moral  status  of 
the  embryo.  For  example,  pre-implantation 
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genetics,  as  currently  practiced,  involves  the 
manipulation  and  destruction  of  embryos.  A 
blastomere  is  removed  from  the  embryos  cre- 
ated by  in  vitro  fertilization  tlVE),  and  if  the 
DNA  problem  of  the  blastomere  is  positive, 
the  embryo  is  discarded.  When  the  positive 
test  is  for  gender  because  of  an  X-linked 
genetic  disease,  half  of  the  discarded  male 
embryos  would  be  healthy  and  presumably 
could  implant  and  develop  to  term  fetuses. 
Even  if  the  test  is  negative,  the  biopsy  itself 
may  have  done  damage  to  an  otherwise 
healthy  embryo,  thus  causing  its  destruction 
rather  than  successful  implantation. 

Is  this  ethically  acceptable?  One  view  is  that 
all  human  beings  including  embryos  have  the 
right  to  remain  alive.  Another  view  is  “that 
embryos  are  not  themselves  persons  or  moral 
subjects  with  rights  because  of  their  very  rudi- 
mentary stage  of  development.  Consisting  of 
undifferentiated  cells  that  have  not  yet  been 
established  as  individual,  embryos  may  be  val- 
ued because  of  the  human  potential  that  they 
represent  or  symbolize  and  are  thus  accorded 
more  respect  than  human  tissue.  However,  it 
does  not  follow  that  they  are  persons  or  moral 
subjects  in  their  own  right  to  whom  are  owed 
the  moral  duties  owed  to  persons.”'^ 

Two  “slippery  slope”  concerns  have  been 
voiced  about  pre-implantation  genetic  diagno- 
sis. One  is  that  it  will  open  the  door  to  embryo 
selection  for  reasons  other  than  prevention  of 
serious  disease.  Another  is  that  there  will  be 
an  extension  to  active  alteration  of  embryo 
genes  to  engineer  offspring  characteristics. 
Both  possibilities  may  fuel  fears  of  eugenic 
programs  in  the  future  like  those  under  total- 
itarian regimes  in  the  middle  part  of  this  cen- 
tury when  totalitarian  abuses  of  eugenic  ideas 
arose  from  application  of  genetic  knowledge 
toward  social  goals.  The  proponents  of  pre- 
implantation screening  do  not  believe  that  the 
likely  occurrence  of  either  of  these  “slippery 
slope”  arguments  is  sufficient  to  ban  embi70 
screening  for  indications  that  are  independent- 
ly acceptable.  Indeed  to  prohibit  embryo  biop- 
sy or  embryo  discard  is  considered  by  some  to 
impinge  on  the  procreative  liberty  of  couples 


at  risk  for  genetic  disease.'’ 

Another  argument  favoring  pre-implantation 
screening  is  that  couples  do  not  have  an  obli- 
gation to  have  genetically  affected  offspring  if 
reasonable  means  of  avoidance  exist.  “It  is  no 
more  unnatural  or  artificial  to  seek  healthy 
children  by  prenatal  selection  than  it  is  to  treat 
genetic  defects  medically  once  they  have 
occurred. . .as  long  as  the  choice  is  freely  and 
privately  made,  without  government  coercion, 
the  decision  to  avoid  the  birth  of  offspring 
with  severe  genetic  disease  is  not  unethical 
and  may  reasonably  be  considered  within  the 
realm  of  procreative  choice.”” 

Also,  pre-embryo  screening  provides  another 
choice  to  couples  who  have  problems  with  the 
coneept  of  therapeutic  abortion  or  who  required 
assistance  to  overcome  their  infertility.'’ 

Reporting  of  test  results  involves  issues  of 
eonfidentiality.  A 1985-86  survey  of  geneti- 
eists  in  19  nations  revealed  that  close  to  100 
percent  of  them  would  disclose  ambiguous, 
conllicting  or  controversial  test  results;  would 
not  disclose  non-paternity  to  a woman's  part- 
ner; believe  that  genetic  counseling  should  be 
non-directive  and  that  counseling  should  help 
to  facilitate  and  support  patients'  own  choice; 
and  that  employers  and  insurers  should  not 
have  access  to  an  indixidual’s  test  residts 
without  an  individual’s  consent."’ 

However,  suppose  that  sereening  reveals  an 
unambiguous  genetic  defect  and  the  patient 
refuses  to  notify  the  patient's  relative(s). 
What  is  the  physician’s  responsibility?  Eac- 
tors  to  be  weighed  are;  the  likelihood  the  rela- 
tive has  the  genetic  defect;  the  seriousness  of 
the  defect  to  the  health  of  the  relative  and  his 
children,  and  the  likelihood  that  the  relative’s 
defect  would  be  otherwise  detected.  The 
President’s  Commission  for  the  Study  of  Eth- 
ical Problems  in  Medicine  and  Biomedical 
and  Behavioral  Research  recommended  that 
disclosures  without  the  patient’s  consent 
should  be  made  only  if  reasonable  attempts  to 
elicit  voluntary  disclosure  are  unsuccessful, 
there  is  a high  probability  of  serious  harm  to 
an  identifiable  third  party,  there  is  reason  to 
believe  that  disclosure  of  the  information  will 
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prcvcnl  harm  ami  Ihc  disclosure  is  limilcd  lo 
the  inlormalioii  necessary  lor  irealmeiU  oh  the 
ihiril  parly."  i'liis  disclosure  policy  shoidd  be 
included  in  the  inl'ormeil  consent  process.  In 
terms  of  patient  resiionsibilily,  since  his  genes 
are  shared  with  his  parents,  siblings  and  chil- 
dren. II  he  discovers  that  he  carries  a iiolen- 
lially  harmful  gene,  he  may  have  an  ethical 
obligation  to  tell  them.' 

A distinguishing  feature  of  American  health 
care  is  its  high  regard  for  the  principle  of 
respect  for  autonomy.  Generally,  persons  are 
considered  to  have  the  right  lo  decide  what 
should  be  done  lo  their  own  bodies.  Since 
genetic  testing  lakes  place  in  the  context  of 
the  patient’s  values,  we  cannot  presume  a 
patient's  views  until  he  or  she  expresses  them 
after  being  fully  informed  about  the  nature  of 
the  test  and  its  clinical  and  social  implica- 
tions. The  principal  expression  of  autonomy 
is  informed  consent.  The  responsibility  of  the 
physician  in  the  clinical  setting  is  to  provide 
help  and  avoid  harm  to  the  person  or  families 
seeking  assistance;  whereas  the  primary 
responsibility  of  the  physician  in  medical 
research  may  be  to  develop  knowledge  to 
accurately  reflect  biological  and  social  reali- 
ties, and  this  may  not  be  directly  helpful  to 
the  people  involved. 

Genetic  testing  should  not  be  used  to  deter- 
mine employability  because  such  tests  are  not 
reliable  predictors  of  disease  and  even  less 
reliable  predictors  of  disabling  disease.  This 
is  due  to  the  fact  that  genes  may  be  character- 
ized by  incomplete  penetrance  and  variable 
expression;  thus  individuals  who  carry  the 
gene  may  never  show  manifestations  of  it. 
Even  when  the  gene  ultimately  would  cause 
disabling  disease,  the  disability  may  not 
appear  for  some  time. 

Higher  health  costs  are  not  recognized  by 
the  Americans  with  Disability  Act  as  a justifi- 
cation for  screening  potential  employees, 
although  the  Act  does  permit  employers  to 
take  health  risks  into  account  when  issuing 
employee  health  and  other  insurance.  More- 
over, it  expressly  prohibits  employers  from 
using  risk  underwriting  insurance  as  a sub- 


terfuge to  evade  the  anti-discrimination  pur- 
poses of  the  Act.  At  present  there  is  insuffi- 
cient evidence  lo  justify  the  application  of 
any  existing  lest  for  genetic  susceptibility  as  a 
basis  for  employment  decision.'* 

A major  concern  about  genetic  screening  is 
that  the  results  may  jeopardize  the  individu- 
al’s insurability.  A survey  of  medical  direc- 
tors of  life  insurance  companies  suggests  the 
following: 

1.  few  insurers  perform  genetic  tests  on 
applicants,  but  most  are  interested  in 
accessing  genetic  lest  information  about 
applicants  that  already  exists; 

2.  the  degree  of  insurers’  interest  in  using 
genetic  test  results  may  depend  on  the 
face  amount  of  the  policy  applied  for  and 
on  the  specificity  and  sensitivity  of  the 
test; 

3.  many  companies  employ  underwriting 
guidelines  with  respect  to  certain  genetic 
conditions  but  may  not  always  have  spe- 
cific actuarial  data  in  house  to  support 
their  rating  decisions; 

4.  a considerable  degree  of  subjectivity  is 
involved  in  most  insurers’  rating  deci- 
sions; 

5.  some  of  the  medical  directors  who 
responded  to  the  survey  were  not  fully 
informed  about  certain  basic  principles  of 
medical  genetics.*'’ 

Insurance  companies  may  argue  that  the 
results  of  genetic  testing  should  be  available 
to  them  because  applicants  may  withhold  sig- 
nificant information  from  the  insurer  and 
choose  excess  amounts  and  types  of  insur- 
ance that  are  most  beneficial  to  themselves.  A 
problem  also  occurs  if  the  insurer  is  denied 
access  to  or  use  of  information  pertinent  to 
the  risk  being  considered.  The  end  result  in 
both  cases  is  that  the  low  risk  clients  in  the 
insurance  pool  subsidize  the  ones  with  high 
risks  about  whom  the  insurance  company 
does  not  know.’ 

According  to  Philip  Riley,  during  the  '90s 
the  cost  of  health  care  and  the  powers  of 
genetic  testing,  especially  for  presymptomatic 
diagnosis,  will  drive  employers,  insurers  and  \ 
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others  to  use  their  tests  as  screening  and  cost 
control  tools.'*  There  is  also  the  question  of 
who  should  pay  for  pre-implantation  genetic 
screening  because  some  consider  IVE  to  be  a 
luxury,  and  pre-implantation  screening  Just 
adds  to  the  cost  of  that  procedure.  On  the 
other  hand,  screening  may  help  reduce  the 
number  of  severely  handicapped  children 
being  born,  thus  saving  money.'' 

ETHICAL  (JI  IDELINES  FOR  GENETIC 
SCREENING 

As  we  have  seen,  genetic  screening  raises 
serious  ethical  issues.  The  following  guide- 
lines arc  founded  upon  the  conviction  that 
individuals  have  freedom  of  choice  in  person- 
al health  matters,  the  right  to  work  and  to 
conduct  this  pursuit  in  a safe  place,  and  the 
right  to  privacy.'*' 

1.  Genetic  screening,  including  pre-implan- 
tation screening  to  detect  serious  genetic 
disorders,  is  permissible. 

2.  With  the  increasing  collection  of  genetic 
material,  utmost  respect  for  the  privacy  of 
the  individual  and  strong  adherence  to  the 
principle  of  confidentiality  must  be 
observed.  When  serious  harm  to  an  identi- 
fiable third  party  may  occur,  the  physician 
may  disclose  the  pertinent  genetic  informa- 
tion to  the  third  party  only  if:  (a)  the  indi- 
vidual with  the  defective  gene  cannot  be 
persuaded  to  make  disclosure  to  the 
appropriate  persons,  and  (b)  he  was  advised 
before  being  tested  that  the  physician  in 
that  case  would  make  the  disclosure. 

3.  Physicians  should  contribute  to  the 
development  of  clear  and  ethical  guide- 
lines for  DNA  databanks,  and  should  not 
deal  with  databanks  that  do  not  meet 
these  guidelines.  A good  example  of  such 
guidelines  has  been  proposed  by  Annas-" 
(see  Appendix,  p.  78). 

4.  Physicians  should  not  use  the  results  of 
genetic  screening  to  contribute  to  discrim- 
ination by  employers  and  insurance  com- 
panies against  people  with  genetic  disor- 


ders and  should  not  as  employers  them- 
selves use  this  information  to  discriminate 
against  persons  with  genetic  disorders. 

5.  A physician  should  not  give  false  informa- 
tion about  the  results  of  genetic  screening 
but  may  advise  the  patient  on  the  benefits 
and  risks  of  disclosing  screening  informa- 
tion to  insurance  companies,  employers, 
and  other  third  parties.  ”1 
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Al’PKNDIX 

1 . No  DNA  dalabank  slioiikl  be  created  or  begin  to  store  DNA  samples  until  there  is; 

a.  public  notice  that  the  DNA  databank  is  to  be  established,  including  the  reason  for 
the  bank; 

b.  a privacy  impact  statement  prepared  aiul  I'iletl  with  designated  public  agency  that  is 
also  responsible  for  developing  and  enforcing  privacy  guidelines  for  the  DNA  bank 
(ultimately  a DNA  databank-licensing  board  should  be  established  to  license  all 
DNA  databanks  in  the  United  States  with  uniform  rules); 

c.  the  burden  of  proof  sbould  be  on  the  DNA  bank  to  establish  that  storage  of  DNA 
molecules  is  necessary  to  achieve  an  important  medical  or  societal  goal. 

2.  No  collection  of  DNA  samples  destined  for  storage  is  permissible  without  prior  written 
authorization  and  agreement  that: 

a.  sets  forth  the  purpose  of  the  storage; 

b.  sets  forth  all  uses,  including  any  and  all  commercial  uses,  that  will  be  permitted  of 
the  DNA  sample; 

c.  guarantees  the  individual 

1 . continued  access  to  the  sample  and  all  records  about  the  sample; 

2.  the  right  to  correct  inaccurate  information; 

3.  the  absolute  right  to  order  the  identifiable  sample  destroyed  at  any  time; 

d.  guarantees  the  destruction  of  the  sample  or  its  return  to  the  individual  should  the 
DNA  databank  significantly  change  its  identity  or  cease  operation; 

3.  DNA  samples  can  be  used  only  for  the  purposes  for  which  they  are  collected,  and  linkages 
to  other  computerized  information  systems  are  prohibited.  Specifically  there  may  be 

a.  no  waivers  or  boilerplate  statements  that  permit  other  uses; 

b.  no  access  to  the  DNA  information  by  any  third  party  without  written  notification  to 
the  individual  whose  sample  is  being  used; 

c.  no  access  by  third  parties  to  any  personally  identifiable  information; 

d.  strict  security  measures,  including  criminal  penalties  or  misuse  or  unauthorized  use 
of  DNA  information. 

4.  Mechanisms  should  be  developed  to  notify  and  counsel  those  whose  DNA  samples  are  in 
storage  when  new  information  that  can  have  a significant  health  impact  on  the  individual  is 
obtainable  from  their  stored  DNA  sample. 
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Interest  in  the  subject  of  medical  ethics  has 
steadily  increased  over  the  last  20  years  as 
complex  social  and  legal  issues  have  caused 
physicians  and  their  patients  to  seek  objective 
answers  which  are  in  the  best  interests  of  all 
parties  involved.  The  discipline  of  ethics  and 
the  formation  of  medical  ethics  committees 
have  worked  well  in  developing  solutions  to 
some  of  these  issues. 

The  SCMA’s  Medical  Ethics  Committee  is 
somewhat  unique  in  that  non-physician 
consultants,  all  experts  with  diverse  relevant 
educational  backgrounds,  have  always  been  a 
part  of  the  committee  along  with  the 
physicians,  and  freely  participate  in  the 
development  of  positions  it  takes.  Thus, 
beneficence,  non-paternalism,  and  Justice  are 
important  even  at  the  committee  level. 

The  articles  published  in  this  issue  of  The 
Journal  were  developed  in  a variety  of 
settings.  Since  1990,  the  committee  has  held 
an  annual  winter  retreat  to  study  in  detail  a 
broad  topic  in  medical  ethics.  The  articles 
concerning  biological  perspectives  on  the 
beginning  of  life  and  theological  perspectives 
on  the  beginning  and  end  of  life  were  two  of 
the  products  of  a 1993  retreat  during  which 
the  committee  explored  ethical  issues  relating 
to  the  beginning  and  end  of  life.  The  article 
on  ethics  and  managed  care  systems  was 
developed  during  the  committee's  1994 
retreat.  At  the  retreat,  members  were  honored 
to  have  as  a special  guest  and  participant  John 
Glasson,  M.  D.,  Chairman  of  the  Council  on 
Ethical  and  Judicial  Affairs  of  the  American 
Medical  Association. 

The  committee  has  worked  on  issues 
concerning  end-of-life  decisions  for  some 
time.  Some  of  the  most  difficult  decisions  in 
medicine  today  concern  the  Just  allocation  of 
resources,  especially  at  the  time  of  death. 


This  topic  includes  such  issues  as  the  rights 
of  physicians  and  patients  in  making  clinical 
decisions  concerning  medical  treatment, 
whether  some  care  should  not  be  given 
because  it  is  by  definition  futile  and  wastes 
resources,  and  the  rights  of  third  parties  to 
make  decisions  for  patients  who  cannot  speak 
for  themselves.  The  articles  on  DNR  policies 
and  medical  futility  were  originally 
developed  as  statements  by  SCMA's  Medical 
Ethics  Committee.  These  statements  were 
sent  to  the  SCMA  Board  of  Trustees  for 
approval.  The  board  approved  the  statements 
and  requested  the  South  Carolina  Hospital 
Association  to  participate  in  a Joint  effort  to 
produce  information  to  be  used  as  guidance 
material  to  South  Carolina  physicians  and 
hospitals.  The  Joint  SCMA/SCHA  committee 
produced  the  final  documents  appearing 
herein. 

The  committee  also  meets  monthly  at 
SCMA  Headquarters.  The  article  on  genetic 
testing  is  the  product  of  six  monthly  meetings 
of  the  committee. 

Aristotle  stated  that  ethics  are  practical 
virtues.  We  know  medicine  is  both  art  and 
science.  The  Ethics  Committee  hopes  you 
find  these  articles  interesting  and  useful  as 
you  practice  the  art  and  science  of  medicine. 
Our  ultimate  goal  as  a committee  is  to 
provide  helpful  information  to  SCMA 
members.  We  express  our  gratitude  to  Charles 
S.  Bryan,  M.  D.,  Editor  of  The  Journal,  for 
allowing  us  to  publish  this  special  issue,  and 
to  Joy  Drennen,  Managing  Editor,  whose 
special  skills  and  extraordinary  patience 
helped  to  make  this  issue  a reality. 

John  M.  Roberts,  M.  D. 

222  West  Coleman  Boulevard 

Mt.  Pleasant,  SC  29464. 
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THK  SCMA  AND  KUTHANASIA 

The  SoLilli  Carolina  Medical  Association 
was  perhaps  the  I'irsl  American  medical  grou|') 
to  address  the  problem  of  “active”  euthanasia 
in  ojien  debate.  In  the  Annual  Meeting  of 
IS78,  at  the  request  c)f  an  absent  member.  Dr. 
T.  T.  Robertson,  the  following  committee  was 
appointed  to  “draft  a report,  to  be  presented  at 
the  next  annual  meeting,  on  the  subject  of 
‘Euthanasia:’”  Dr.  J.  F.  M.  Geddings,  Chair- 
man, and  Drs.  R.  A.  Kinloeh  and  F.  F.  Gary. 

At  the  1879  Annual  Meeting,  Dr.  Geddings 
reported  that  the  committee  did  not  feel  com- 
petent to  deal  with  the  subject  and  had  con- 
sulted many  authorities.  They  had  considered 
the  issue  from  several  aspects:  medical,  reli- 
gious, moral,  ethical  and  legal.  Medically, 
they  could  find  no  precedent  to  the  taking  of 
life  except  to  save  a life.  Morally,  the  com- 
mittee felt  that  “in  some  cases  humanity 
might  be  entitled  to  the  same  mercy  accorded 
the  brute  creation,  and  have  its  death  artifi- 
cially hastened  to  relieve  it  from  an  agony 
which  could  only  end  in  dissolution,”  but 
even  in  this,  they  saw  a prospect  of  “manifold 
horrible  abuses.”  The  committee  felt  that  it 
could  not  proclaim  a practice  ethical  which 
was  contrary  to  “the  uses  of  society.”  A part 


of  the  religious  objection  was  that  “a  certain 
amount  of  suffering  was  the  Divine  decree.” 
From  the  legal  aspect,  euthanasia  was  illegal 
and  “could  only  be  regarded  as  the  practice  of 
murder.” 

In  the  discussion  that  followed  the  report, 
many  differing  views  were  presented.  Dr.  F.  P. 
Porcher  warned  of  dangers  inherent  in  the  prac- 
tice and  told  of  eases  where  patients  for  whom 
there  was  no  hope  of  recovery  recovered. 

Dr.  J.  Ford  Prioleau  unhesitatingly 
denounced  the  practice  from  “religious,  ethi- 
cal, legal,  and  every  point  of  view.”  He 
agreed  with  the  statement  that  “he  who  short- 
ens life,  takes  it.” 

Dr.  Robertson  felt  that  euthanasia  was  as 
sure  to  be  accepted  as  the  “doctrine  of  evolu- 
tion and  that  would  be  as  surely  as  the  Coper- 
nican  system  of  astronomy.”  He  believed  that 
physicians  could,  under  certain  conditions,  be 
justified  in  shortening  life  and  admitted  that 
he  had  done  so.  Further,  he  was  prepared  to 
do  so  again,  under  the  right  circumstances. 

Betty  Newsom 

The  Waring  Historical  Fibrary 
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MEMBERSHIP  ROUNDUP 

The  South  Carolina  Medical  Association  Alliance  is  experiencing  a vei7  siiccesst'ul  year.  Under  the 
capable  leadership  of  President  Donna  Abercrombie,  President-Elect  Kiki  Sanford,  and  Membership 
Chairman  Janelle  Othersen,  county  alliances  around  the  state  are  accomplishing  great  things.  Taking 
a cue  from  the  American  Medical  Association  Alliance’s  “One  Choice. ..One  Voice”  focus,  counties 
have  been  supplied  with  wonderful  membership  material  and  ideas.  Many  creative  suggestions  for 
membership  retention  have  been  generated  and  the  call  to  “Membership. ..Loud  and  Clear  this  Year" 
has  been  answered  in  a positive  way.  Some  of  the  membership  recruitment  ideas  being  tried  are: 

1 . Statewide  Phone- A-Thon 

2.  Gift  Certificates  for  membership  as  holiday  or  birthday  gifts. 

3.  County  Membership  Committee  members  personally  contacting  any  member  who 
has  not  renewed  their  membership  by  January  1st. 

4.  Special  recognition  for  those  counties  with  large  increases  in  membership. 

5.  To  encourage  the  exchange  of  ideas,  a Suggestion  Box  will  appear  in  Newsline  (The 
AMAA  Newsletter)  featuring  innovative  and  successful  ideas  for  recruiting  members. 

6.  Statewide  membership  meeting.  This  is  the  first  attempt  at  a state  meeting  aimed 
directly  at  membership. 

As  this  issue  goes  to  press,  we  are  very  excited  about  this  Membership  Symposium  which  will  be 
held  from  10:00  a.m.  to  12:30  p.m.  on  Thursday,  Februaiy  2 at  SCMA  headquarters.  The  panel  will 
be  made  up  of  presidents  from  five  counties  throughout  the  state,  and  our  National  Membership  Rep- 
resentative, Susie  Reeder,  from  Florida.  Panelists  are  asked  to  share  their  experiences  and  efforts 
with  membership  development  and  recruitment.  Our  hope  is  that  everyone  who  attends  will  leave 
with  a new  idea  or  attitude  toward  membership. 

All  of  the  above  activities,  plus  many  more,  add  up  to  positive  numbers.  To  date,  SCMAA  has  879 
AMA  Alliance  members,  947  SCMA  Alliance  members,  and  17  Resident  Physician/Medical  Stu- 
dent Spouse  members.  These  numbers  will  continue  to  grow  as  the  year  progresses. 

Membership  is  the  lifeblood  of  any  volunteer  organization.  The  important  goals  set  by  SCMAA 
can  only  be  accomplished  with  a “healthy”  membership  base.  SCMAA  enters  1993  Alive,  Well,  and 
ready  to  face  an  exciting  future! 

Shirley  Meiere 

SCMAA  Eastem  Regional  Vice  President 


February  1995 
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A lal)  in  your  olllce  is  a proven  benefit  to  your 
patients,  your  practiee,  and  your  independenee. 
But  what  about  tlie  time-eonsuniing  aggrava- 
tions of  government  regulations,  supplier  rela- 
tionships, personnel  training  and  management, 
quality  eontrol,  reeord  keeping,  and  thousands 
of  other  details?  Lab  Partners’  turnkey  solution 
does  it  all  for  you  at  a lower  eost  than  you  ean 
do  it  for  yourself!  We  are  a new  kind  of  serviee 
organization  that  works  for  the  physieian  to  pro- 
vide on-site  diagnostic  testing.  Call  Lxth  Part- 
ners, Inc.  collect,  (704)  542-1488,  or  fax  (704) 
542-2151,  to  see  one  of  our  labs  in  action. 

RADIOLOGY  - LOCUM  TENENS:  Tak 

ing  one  week  assignments  in  SC,  NC  and 
Georgia.  ABR  certified  - reasonable  rates. 
Contact  R.  E.  Jinkins,  MD,  or  T.  O.  Klaiiber, 
MD.  (803)  833-9440. 


EXCEPTIONAL  ATLANTA  OR  HIRM- 

in(;ham  opportunities  I or  BC/BE 

EAMILY  PRACTICE  AND  INTERNAL 
MEDICINE  PHYSICIANS.  If  you  value 
your  lifestyle... as  well  as  your  personal  “quali- 
ty of  life”  and  desire  to  earn  a well  above  aver- 
age income,  we  invite  you  to  respond.  We  are 
physician  oriented  providing  TOTAL  practice 
management  in  well-established,  private  prac- 
tice settings.  For  further  information  on  our 
IMMEDIATE  and  FUTURE  opportunities, 
contact  Libby  Beckham  at  (800)  251-6744  or 
simply  FAX/SEND  CV  to  (404)  642-7286, 
Metropolitan  HealthCare,  Inc.,  1176  Grimes 
Bridge  Road,  Suite  100,  Roswell,  GA  30075. 
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Surgical  Supply  Company 


Physician/ 

Hospital/ 

Home  Care  Supplies 


3333  North  Tryon  Street 
P.O.  Box  35488 
Charlotte,  NC  28235 
704/372-2240 
800/874-2240 


“Serving  The  Medical  Profession  Since  1919" 

Medical  ♦ Surgical  ♦ Laboratory  ♦ Diagnostic 
Equipment  and  Suppiies 


J.  Kent  Whitehead  Rick  E.  Watkins  Scott  Smith 

South  Carolina  Salesmen  Serving  You 


Winchester  Home  Healthcare 

Medical  Supplies  And  Equipment  For  Your  Patients  At  Home 
Charlotte,  North  Carolina  704/332-1217 


BE  AN  AIR  FORCE 
PHYSICIAN. 


Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  and  benefits 
you  enjoy  as  an  Air  Force  professional, 
along  with: 

• 30  days  vacation  with  pay  per  year 

• Dedicated,  professional  staff 

• Non-contributing  retirement  plan  if 
qualified 

Today’s  Air  Force  offers  the  medical  envi- 
ronment you  seek.  Find  out  how  to  quali- 
fy. Call  USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


Sometimes  it  seems  nobody  follows  doctor’s  orders. 
Patients  don’t  follow  their  regimens.  Appointments  last 
longer  than  expected.  Emergencies  arise  on  your  day  off 
We  believe  that  doctor’s  orders  should  be  followed. 
Professional  & Executive  Banking  at  NationsBank  is 
dedicated  to  meeting  your  banking  needs.  Tell  us  what 
you  want  to  achieve.  We’ll  do  eveiything  we  can  to  make 
it  happen. 

You’ll  work  with  one  of  our  experienced  bankers, 
who  will  meet  with  you  at  your  convenience  and 
personally  assist  you  with  your  finances.  This  banker 
will  help  you  select  the  loan  that’s  right  for  you  and 


aggressively  follow  it  through  to  completion. 

Whether  your  banking  needs  concern  loans,  savings 
or  just  a checking  account,  your  banker  will  help  you 
decide  what's  right  for  you  and  put  your  plan  into  action. 

Let  us  introduce  you  to  the  ease  and  convenience  of 
Professional  & Executive  Banking.  Call  Jim  Smith  collect, 
at  (803)  343-7650.  We  think  you’ll  find  we’re  just  what 
the  doctor  ordered. 


NarionsBank' 


NationsBank  Corporation  subsidiary  banks  are  members  FDIC.  tsJ  Equal  Housing  Lenders.  ©1993  NationsBank  Corporation. 
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ATRIAL  MYXOAaA^e^^ 
ELECTROCONVULSIVE  THERAPY 
COMPUTERIZED  EKG  INTERPRETATION 
DIGOXIN  DOSING 


Just  What  The 
Doctor  Ordered. 


Sometimes  it  seems  nobody  follows  doctor’s  orders. 
Patients  don’t  follow  their  regimens.  Appointments  last 
longer  than  expected.  Emergencies  arise  on  your  day  off 
We  believe  that  doctor’s  orders  should  be  followed. 
Professional  & Executive  Banking  at  NationsBank  is 
dedicated  to  meeting  your  banking  needs.  Tell  us  what 
you  want  to  achieve.  We’ll  do  ever}dhing  we  can  to  make 
it  happen. 

You’ll  work  with  one  of  our  experienced  bankers, 
who  will  meet  with  you  at  your  convenience  and 
personally  assist  you  with  your  finances.  This  banker 
will  help  you  select  the  loan  that’s  right  for  you  and 


aggressively  follow  it  through  to  completion. 

Whether  your  banking  needs  concern  loans,  savings 
or  just  a checking  account,  your  banker  will  help  you 
decide  what's  right  for  you  and  put  your  plan  into  action. 

Let  us  introduce  you  to  the  ease  and  convenience  of 
Professional  & Executive  Banking.  Call  Jim  Smith  collect, 
at  (803)  343-7650.  We  think  you’ll  find  we’re  just  what 
the  doctor  ordered. 

NationsBank' 


NattonsBank  Corporation  subsidiary  banks  are  members  FDIC  ^ Equal  Housing  Lenders.  ©1993  NationsBank  Corporation. 


If  p'f(  too  busy  to  w to  our  twic  frooiloin"  sduinor. 
you'll  prolialilf  be  workiu;  late,  like  I you're  61. 
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Successful  Investing  for  1995 

By  Dr.  Robert  Faiicett 


Client.s  often  ask  for  some  general  rules  to  be  aware  of  to  assist  them  in  maintaining  a prudent  and  realistic  view  of  the 
investment  market  while  they  see  the  plethora  of  investment  literature  come  their  way. 

1 . GET  A PRO:  Investing  is  no  place  for  amateurs  (any  more  than  the  NFL).  Be  sure  you  have  sensible  professionals 
managing  your  investments.  Get  a fee-only,  state-of-the-art  advisor  that  employs  the  highest  level  technology  and  also 
provides  recommendations  that  are  in  your  best  interest. 

2.  CREATE  A PLAN  — AND  STICK  WITH  IT:  Write  out  your  long  term  investment  goals  and  plans  — and  stick  with 
it!  “Plan  your  play,  and  play  the  plan”.  Utilize  state-of-the-art  planning  to  help  you  determine  your  own  individual 
goals.  Stick  to  this  plan  and  update  it  at  least  every  other  year. 

3.  YOUR  HOME  IS  YOUR  CASTLE:  Don’t  think  of  your  home  as  an  investment.  Think  of  it  as  a place  to  live  with 
your  family,  period.  Except  when  inflation  surges  — as  it  did  in  the  late  1970s  — and  lifts  the  replacement  cost  of  real 
estate  and  drives  bond  prices  down,  owning  residential  real  estate  is  not  a great  investment.  Over  the  past  twenty  years, 
home  prices  have  risen  less  than  the  consumer  price  index  (inflation)  and  have  returned  less  than  Treasury  Bills.  When 
you  own  a home  with  a mortgage  you  have  a leveraged  investment.  When  you  look  at  your  over  all  net  worth,  owning 
a home  and  office  is  generally  enough  real  estate  exposure.  Local  real  estate  is  very  non-diversified,  just  ask  any  Texan 
who  lived  through  the  recession  in  the  1980s  or  any  Californian  in  the  1990s. 

4.  SAVE:  Hold  savings  as  an  expense  and  it  will  happen. 

5.  THE  REAL  THREAT  TO  YOUR  ECONOMIC  FREEDOM:  Remember  that  while  price  fluctuations  command  our 
attention,  the  real  problem  for  investors  is  inflation.  Price  fluctuations  come  and  go.  Inflation  persists  and  is  unrelenting 
in  the  damage  it  does.  You  usually  don’t  notice  inflation  while  you  are  in  your  production  (working)  years  as  your 
income  and  expenses  keep  up  with  inflation.  The  hardest  part  of  an  individual’s  long  term  game  plan  is  the  inflation- 
adjusted  cost  of  living  in  later  years.  Inflation  is  insidious  and  the  benefit  of  using  a fee-only  financial  planner  to  keep 
you  invested  and  on  track  cannot  be  over  stated. 

Successful  investors  are  those  who  use  a professional  money  manager  and  have  adhered  to  well-established  investment 
guidelines  and  don’t  let  their  emotions  about  short  term  market  data  dictate  decisions. 

Dr.  Faucett  serves  as  President  of  Mercer's  Southeast  Region,  the  nation’s  largest  fee-only  financial,  investment 
management  and  practice  management  advisory  firm.  Mercer  has  been  endorsed  by  the  SCMA  as  an  added 
member  benefit.  Attend  one  of  the  FREE  two  hour  evening  seminars  below. 


Tuesday,  March  2 1 
Omni  Hotel  at  Charleston  Place 
130  Market  Street 
Charleston,  SC 

Tuesday,  March  28 
Holiday  Inn 

2640  North  Cherry  Road 

Rock  Hill,  SC 


Wednesday,  March  22 
Florence  Civic  Center 
1 Civic  Center  Plaza 
Florence,  SC 

Wednesday,  March  29 
Capital  City  Club 
1201  Main  Street,  25th  Floor 
Columbia,  SC 


Thursday,  March  23 

The  Dunes  Golf  & Beach  Club 

9000  North  Ocean  Boulevard 

Myrtle  Beach,  SC 

Thursday,  March  30 
Commerce  Club 
1 Ensignia  Financial  Plaza 

Greenville,  SC 


Call  (800)  335-8808  to  register.  Registration  6:30pm.  Seminar  7:00-9;00pm. 


Mercer  has  an  office  in  Florida.  Their  phone  number  is  (800)  335-8808.  South  Carolina  Medical  Association  ("SCMA")  and  SCMA  Financial  Services  ("SCMAFS")  arc  not  registered  as  a broker,  dealer, 
or  investment  advisor  under  any  federal  or  slate  securities  laws,  rules  or  regulations.  Participation  in  Mercer  Programs  is  solely  the  decision  of  the  SCMA  member  and  the  SCMA  members  shall  contract 
solely  with  Mercer  with  respect  to  such  participation.  Neither  SCMA  or  SCMAFS  provides  investment  advice  and  disclaims  any  liability  and  responsibility  whatsoever.  SCMAFS  receives  compensation 
from  Mercer  for  services  provided  pursuant  to  an  Agreement. 


NAVAL  RESERVE 


Fulfill  Your  Professional  Goals 


The  Naval  Reserve  is  seeking  qualified  physicians  and 
nurses.  Benefits  include  continued  education,  a retirement 
plan,  and  the  pride  that  comes  from  serving  your  country. 
Certain  critical  care  specialists  (including  residents)  may 
qualify  for  financial  bonuses  and  flexible  drilling  schedules. 
Call: 

1-800-443-6419 

You  and  the  Naval  Reserve.  Full  Speed  Ahead. 


No  Commissions. 
No  Conflicts. 

FI  rcc  It  seems  like  e\erh(Hl\  is  gi\  in”  it.  I la\e 

you  ev  er  wondered  wliat  all  that  "tree"  t’lnaneial 
ativ  lee  you'v  e been  ftettiti”  is  really  eostin«  you.' 

.Maybe  its  time  to  eonsider  the  alternativ  e.  .\  fee  only 
tlnaneial  planner  operates  outside  the  tratlitional  sales 
orienteil  approaeh  to  finaneial  serv  iees  h\  prov  iding 
advice  that  is  both  hitihlv  personalized  and  unbiasetl. 

\o  eommissions.  \o  eontliets. 

Ifvou're  eontemplatinfi;  major 
financial  decisions,  or  simpiv 
seeking  reassurance  on  those 
you've  alreadv  made,  a fee  only 
planner  may  be  just  vv  hat  the 
doctor  ordered,  (kill  (HO.v)  ()<Sh- 
4h(W  today  to  find  out  more. 

AnneMBowen,gfp 

I'  I-:  I-.  o N I V I I \ A .\  t;  I A I.  A I)  \ I s ()  i< 
Cl  Hill  II I)  1 1\  I M l \l  I’L  I V Mil  • KKHSU  hi  I)  / VI  / S7  Ml  VI  ,l/)l  ISIIH 

Office  Park  Drive  • ffiOon  Head  Island,  SC  29928  • (803)  688-4909 


The  Spartanburg  health  care  community  honored  one  of  its  own  in  February  with  a superb 
reception  and  ceremony  recognizing  the  myriad  accomplishments  of  Dr.  Euta  Colvin.  During  the 
evening  it  became  apparent  that  the  local  feats  of  this  distinguished  physician  were  a miiTor  of  his 
legacy  as  a state  and  national  champion  of  our  beloved  profession.  Doctors  and  their  patients  all 
over  South  Carolina  are  deeply  indebted  to  this  noted  surgeon.  For  many  of  us,  he  is  the  role 
model  for  participation  in  and  contributions  to  organized  medicine. 

My  first  recollections  of  Dr.  Colvin  were  of  his  wisdom  and  firmness  as  the  representative  of 
the  Ninth  Medical  District  to  the  SCMA  Council.  Strategic  planning  was  clearly  showing  that  our 
association  had  to  change  in  order  to  meet  the  challenges  facing  South  Carolina  doctors.  Euta's 
vote  was  obvious,  decisive,  and  cast  without  regard  to  how  it  would  affect  his  own  aspirations  if 
his  side  lost.  Other  members  of  Council  rallied  to  this  strength  and  the  SCMA  is  more  effective 
and  successful  today  as  a result.  As  our  1 18th  president,  he  had  the  courage  to  implement  many 
features  of  the  strategic  plan.  Later,  as  an  AMA  Alternate  Delegate,  Euta  was  the  catalyst  for 
many  changes  that  followed  in  our  delegation.  I was  a young  pediatrician  serving  as  a member 
and  later  Chairman  of  the  Public  Relations  Committee  of  the  SCMA  at  the  time,  and  the  mentor- 
ing I received  from  interacting  with  Dr.  Colvin  and  “watching  him  work”  in  organized  medicine 
has  proved  invaluable  to  me. 

More  importantly.  Dr.  Colvin's  commitment  to  his  fellow  physicians  and  to  our  state  continued 
even  as  an  SCMA  past  president.  Under  his  leadership,  the  Risk  Management  Committee  dealt 
effectively  with  the  looming  professional  liability  crisis  in  South  Carolina.  Through  his  writings 
and  careful  selection  of  speakers  for  workshops.  South  Carolina  doctors  truly  knew  how  to  man- 
age risk  in  this  litigious  era.  Likewise,  the  South  Carolina  Joint  Underwriting  Association  (JUA) 
is  highly  successful  as  indicated  in  our  stable  professional  liability  premiums.  Somehow  in  all  of 
this,  Euta  found  the  time  and  energy  to  serve  as  President  of  the  South  Carolina  Institute  for  Med- 
ical Education  and  Research  (SCIMER).  The  path  he  set  for  SCIMER  has  led  it  to  a highly  suc- 
cessful Section  170  endowment  program  which  will  help  fund  the  education  and  research  accom- 
plishments of  young  physicians  for  years  to  come. 

Casey  Stengel,  when  congratulating  a player  on  the  field  who  had  done  something  particularly 
helpful  to  the  team's  efforts,  would  often  shout  from  the  dugout  “you  done  splendid!”  Dr. 
Colvin — you  too  have  done  splendid  for  your  colleagues  who  follow.  Finally,  Dorothy  (Mrs. 
Colvin),  you  have  been  a supportive  partner  in  Euta's  professional  accomplishments,  and  we  are 
indebted  to  you  for  this.  We  wish  you  both  the  best. 


March  1995 


O.  Marion  Burton,  M.  D. 
President 
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ATRIAL  MYXOMA:  DIAGNOSIS  AND  TREAT- 
MENT 

L.  DIETER  VOEGELE,  M.  D.* 

WILLIAM  H.  PRIOLEAU,  M.  D. 

P REID  LOCKLAIR,  M.  D. 

R.  RANDOLPH  BRADHAM,  M.  D. 


The  diagnosis  of  atrial  myxomas  can  be  diffi- 
cult because  of  the  protean  nature  of  their  pre- 
sentation. Patients  may  present  with  any  or  all 
of  the  triad  described  by  Goodwin,'  namely 
obstructive,  embolic,  and  systemic  manifesta- 
tions. The  obstructive  manifestations  often 
mimic  the  pathlogic  condition  of  mitral  steno- 
sis. Embolization  can  result  in  stroke  or  arterial 
occlusion.^ 

In  1954,  the  first  myxoma  was  excised  using 
cardiopulmonary  bypass  by  Crafoord.^  Since 
that  time,  myxomas  have  been  routinely 
excised  with  low  rates  of  complications  using  a 
variety  of  atrial  approaches.  We  review  our 
experiences  with  six  patients  who  underwent 
surgical  resection  between  1985  and  1993. 

Between  May  of  1985  and  March  of  1993,  six 
patients  underwent  surgical  resection  of  atrial 
myxomas  at  Roper  Hospital  in  Charleston,  SC, 
representing  approximately  0.3  percent  of  car- 
diac operations  during  that  time.  The  clinical 
presentations  are  summarized  in  Table  1.  Pre- 
operative symptoms  included  dyspnea  in  five 
patients  (83  percent),  nocturnal  dyspnea 


* Address  correspondence  to  Dr.  Voegele  at  125  Doughty 
Street,  Charleston,  SC  29403. 


specifically  in  three  patients,  pulmonary 
embolism  and  syncope  in  one  patient  each  (17 
percent).  Two  patients  had  developed  conges- 
tive heart  failure  (33  percent)  and  one  patient 
complained  of  significant  angina  (17  percent). 
More  remarkable  in  our  experience  is  the 
absence  of  systemic  embolization  as  five  of 
six  myxomas  were  left  atrial  in  origin:  and  the 
fact  that  two  patients  (33  percent)  required 
two  evaluations  prior  to  the  diagnosis  of  atrial 


TABLE  1 

CLINICAL  PRESENTATIONS 

Dyspnea 

83% 

Nocturnal  Dyspnea 

50% 

Syncope 

17% 

Systemic  Embolism 

0% 

Pulmonary  Embolism 

17% 

Congestive  Heart  Failure 

33% 

Edema 

17% 

Angina 

17% 

Palpitations 

17% 

Delayed  Diagnosis 

33% 
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myxoma.  Pliysical  findings  and  laboratory  data 
contribnled  little  to  the  diagnosis  prcoperative- 
ly.  Diastolic  rumble  or  the  characteristic 
“plop”  were  described  in  only  two  patients  (33 
percent).  Electrocardiogram  showed  left  atrial 
enlargement  in  four  patients  (66  percent)  and 
left  ventricular  hypertrophy  in  one  patient.  All 
patients  presented  in  sinus  rhythm.  All  patients 
underwent  cardiac  catheterization  and  one 
patient  demonstrated  critical  right  coronary 
artery  atherosclerotic  occlusion.  Two  dimen- 
sional echocardiography  established  the  diag- 
nosis in  all  patients,  although  two  patients 
required  reevaluation  at  one  year  and  one  and 
one-half  years  respectively,  when  their  physi- 
cal complaints  persisted  in  spite  of  originally 
negative  echoeardiographic  evaluations.  One 
of  these  patients  had  his  second  echocardio- 
graphic  graphic  evaluation  done  by  the  trans- 
esophageal route. 

SURGICAL  TECHNIQUE 
Atrial  myxomas  are  gelatinous,  polypoid,  fri- 
able tumors  with  a strong  tendency  to  fragment 
and  embolize.  Surgical  techniques  must  be  tai- 
lored to  take  that  into  account.  The  operations 
were  begun  through  a median  sternotomy,  insti- 
tuting cardiopulmonary  bypass,  moderate  sys- 
temic hypothermia,  hyperkalemic  cardioplegic 
arrest  and  topical  cooling.  Bicaval  cannulation 
was  always  carried  out.  Caval  tapes  were  uti- 
lized where  necessary. 

Appropriate  atrial  incisions  were  made  to 
approach  the  tumor  from  a distance  to  avoid 
morcellation  and  to  remove  not  only  the  tumor 
but  its  area  of  attachment  as  well.  The  right 
atrial  myxoma  was  resected  through  a right 
atriotomy  parallel  to  the  interatrial  groove.  Two 
patients  had  only  left  atriotomy  as  tumor  size 
and  site  of  attachment  were  favorable  for  this 
approach.  Three  patients  had  biatrial  approach 
to  the  tumor.  Two  of  these  were  through  atri- 
otomy incisions  parallel  to  the  interatrial 
groove,  initially  at  the  left  atrium  and  then  as  a 
counter  incision  at  the  right  atrium.  The  most 
recent  case  was  perfonned  through  a superior 
transatrial,  transseptal  approach^  (Figure  1). 
Two  patients  required  patch  closure  of  the  sep- 


Pigure  1.  Superior  transatrial  transseptal  approach. 
(Patient's  head  is  to  the  left.) 


turn.  Cold  saline  irrigation  was  copiously  used 
following  cardiectomy  to  ascertain  absence  of 
any  tumor  debris  prior  to  atrial  closure. 

RESULTS 

There  were  no  perioperative  deaths  and  no 
instances  of  postoperative  embolization.  The 
average  length  of  stay  in  the  hospital  was  7.6 
days.  Early  morbidity  included  atrial  fibrilla- 
tion and  intennittent  junctional  rhythm  in  two 
patients  (33  percent).  Nevertheless,  all  patients 
were  discharged  with  a sinus  rhythm.  Late  fol- 
lowup revealed  one  patient  dying  six  years 
postoperatively  of  metastatic  lung  carcinoma. 
One  patient  required  hospitalization  one  year 
postoperatively  for  paroxysmal  atrial  flutter, 
and  one  patient  required  pacemaker  placement 
two  years  following  resection  for  sick  sinus 
syndrome. 

DISCUSSION 

Benign  myxoma  is  the  most  common  cardiac 
tumor.  Seventy-five  percent  of  atrial  myxomas 
arise  on  the  left  and  25  percent  on  the  right . As 
reflected  in  our  experience,  cardiac  myxomas 
occur  in  women  three  times  more  frequently 
than  in  men.  Presentation  can  be  by  valvular 
obstructive  symptoms,  systemic  or  pulmonary 
embolization,  and  generalized  constitutional 
symptoms. 

Two-dimensional  echocardiography  is  the 
procedure  of  choice  for  establishing  the  diagno- 
sis. Visualization  of  the  septum  can  be 
enhanced  by  transesophageal  echocardiogra- 
phy, essentially  eliminating  the  need  for  other 
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Left  Atriotomy 

67 

F 

Left  Atrium 

0 

Longitudinal  Biatrial 

65 

F 

Posterior-Medial  Annulus 
Mitral  Valve 

0 

Left  Atriotomy 

modalities.  However,  other  modalities  have 
been  recommended  for  unusual  or  rare  presen- 
tations. Magnetic  resonance  imaging,  high- 
speed computed  tomography,  or  levophase 
angiocardiography  have  been  described  as  use- 
ful.^ Aggresive  surgical  removal  is  recommend- 
ed because  the  operation  can  be  offered  with 
low  morbidity  and  mortality,  whereas  the 
sequelae  of  valvular  obstruction  or  systemic 
embolization  can  be  potentially  devastating.  To 
prevent  recurrence,  there  is  widespread  agree- 
ment regarding  complete  excision  of  the  base 
of  the  tumor.’  Discussions  dealing  with  resec- 
tion of  atrial  myxomas  usually  engender  some 
controversy  regarding  the  best  approach  to 
these  tumors.  There  are  four  approaches  which 
can  be  utilized  to  yield  advantageous  exposure: 

1.  Left  Longitudinal  Atriotomy:  This  incision 
yields  the  quickest  access  to  the  tumor  and  is 
advantagenous  in  small  sessile  or  pedunculated 
masses.  It  is  disadvantageous  for  handling  large 
and  very  friable  tumors,  as  one  is  immediately 
confronted  with  the  mass  upon  entry,  and  frag- 
mentation can  then  occur. 

2.  Transseptal  Approach  Through  Right  Atri- 
otomy: This  incision  is  begun  at  the  pulmonary 
vein  and  taken  to  the  point  just  caudad  to  the 
right  atrial  appendage.  This  allows  incision  of 
the  lateral  aspect  of  the  septum  toward  the 
upper  margin  of  the  foramen  ovale.  This  gives 


good  access  to  large  masses  and  is  useful  for 
visualizing  both  atria  and  ventricles.  Recon- 
struction can  be  time  consuming. 

3.  Longitudinal  Biatrial  Approach:  In  this 
approach,  an  initial  left  atriotomy  is  performed 
parallel  to  the  interatrial  groove  and  appraisal 
of  the  attachment  of  the  tumor  is  made.  Then  a 
similar  parallel  incision  is  made  in  the  right 
atrium  and  the  stalk  excised  from  the  right  atri- 
al aspect. 

4.  Superior  Transseptal  Transatrial 
Approach:  A more  recently  used  incision 
begins  on  the  dome  of  the  left  atrium  and  pro- 
ceeds medial  and  caudal  to  the  right  atrial 
appendage.  The  cephalad  margin  of  the  intera- 
trial septum  is  divided  toward  the  upper  rim  of 
the  foramen  ovale,  giving  a clear  view  from 
above  to  delineate  precisely  the  attachment  of 
the  myxoma.  This  is  a useful  incision  for  large 
friable  tumors,  particularly  when  they  involve 
structures  other  than  the  septum,  such  as  the 
mitral  valvular  apparatus  or  the  zone  of  entry  of 
the  pulmonary  veins.  Closure  can  be  tedious, 
but  the  entire  closing  anastomosis  is  clearly 
visualized  and  hemostasis  can  be  well  ascer- 
tained. 

CONCLUSION 

The  diagnosis  of  atrial  myxoma  depends  in  gen- 
eral on  the  embolic  and  obstructive  manifesta- 
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lions  ol'  the  tumor.  Translhoracic  or  Irans- 
csophageal  cchocardiographic  examinalion  is 
(he  diagnoslic  melhod  of  choice  and  in  experi- 
enced hands  enables  precise  delermination  of  the 
tumor’s  location  and  attachment.  Once  the  diag- 
nosis lias  been  confirmed,  surgery  should  not  be 
delayed  because  there  is  a high  risk  to  life  and 
limb  from  thromboembolism  or  valvular 
obstruction.  The  simplest,  quickest  incision  to 
gain  access  to  small  left  atrial  tumors  is  through 
an  atriotomy  parallel  to  the  interatrial  groove. 
Atrial  incisions  can  be  tailored  to  the  needs  of 
the  patient  in  tenns  of  tumor  location  and  size  or 
type  of  stalk  attachment.  Transatrial  transseptal 
incisions  ai'e  advantageous  for  very  large  friable 
masses,  especially  in  unusual  locations.  Excision 
of  the  entire  tumor  with  full  thickness  removal 
of  the  stalk  attachment  assures  the  patient  of 
remaining  free  of  recurrence.  □ 
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RECENT  DEVELOPMENTS  IN  ELECTROCON- 
VULSIVE THERAPY 

MARK  D.  BEALE,  M.  D.* 

JOHN  T.  PRITCHETT,  M.  D. 

CHARLES  H.  KELLNER,  M.  D. 


Electroconvulsive  Therapy  (ECT)  has  been  in 
continuous  use  as  a treatment  for  severe  psy- 
chiatric illness  since  its  introduction  in  1938.' 
As  a result  of  recent  refinements  in  technique, 
ECT  is  now  more  than  ever  established  as  an 
important  part  of  modem  psychiatric  practice. 
Its  effectiveness  approaches  90  percent  in  prop- 
erly selected  cases''  and  its  side  effect  profile  is 
acceptable  to  most  patients.  The  indications  for 
the  treatment  have  become  more  specific  and 
many  medically  ill  patients  are  now  successful- 
ly treated.  The  American  Psychiatric  Associa- 
tion’s Task  Eorce  on  ECT  has  released  a con- 
sensus document  detailing  techniques  and 
strategies  for  the  safest  and  most  effective 
delivery  of  the  treatment.^  This  paper  will 
review  several  of  these  advances  and  discuss 
promising  areas  of  ECT  research. 

INDICATIONS/CONTRAINDICATIONS 

The  main  diagnostic  indications  for  ECT 
include  major  depression  (both  bipolar  and 
unipolar  types),  mania,  and  mixed  affective 
states.  ECT  is  also  often  effective  in  some  cases 
of  schizophrenia  when  catatonic  or  prominent 
affective  features  are  present  or  when  patients 
have  a past  history  of  favorable  ECT  response.^ 
In  most  cases,  ECT  is  prescribed  only  after  a 
patient  fails  to  respond  adequately  to  psy- 
chotropic medications;  however,  it  is  used  as  a 
first-line  treatment  in  several  specific  instances: 
( 1 ) when  there  is  a need  for  rapid  improvement 
in  depression  for  medical  or  psychiatric  reasons 
(e.g.  malnutrition,  catatonia,  or  suicidality),  (2) 
when  the  risks  of  other  treatments  outweigh  the 
risks  of  ECT,  (3)  when  the  patient  has  a prior 

*Address  correspondence  to  Dr.  Beale  at  the  Depart- 
ment of  Psychiatry,  Medical  University  of  South  Caroli- 
na, 171  Ashley  Avenue,  Charleston,  SC  29425. 


history  of  favorable  response  to  ECT,  or  (4) 
when  the  patient  prefers  to  proceed  directly  to 
ECT.^  More  commonly,  ECT  is  prescribed  in 
cases  of  failure  to  respond  to  medications, 
intolerable  side  effects  to  medications,  or  when 
a patient’s  condition  deteriorates  to  a point 
where  a more  effective  and  definitive  treatment 
is  required.- 

There  are  no  absolute  contraindications  to 
ECT  and  relative  contraindications  are  few. 
Each  patient’s  level  of  risk  must  be  assessed 
individually  and  weighed  against  the  severity 
of  the  psychiatric  illness.  With  suicide  rates  of 
major  affective  disorders  approaching  10  to  15 
percent,^  the  practitioner  often  makes  the  deci- 
sion to  treat  a medication-refractory  patient 
with  ECT  despite  the  presence  of  medical  risk 
factors.  In  these  cases,  modification  of  ECT 
technique  may  minimize  conditions  of  risk. 

Some  situations  associated  with  increased 
risk  (as  outlined  in  the  APA  task  force  report) 
include:  ( 1 ) space-occupying  cerebral  lesion  or 
other  cause  of  increased  intracranial  pressure, 
(2)  recent  myocardial  infarction  with  unstable 
cardiac  function,  (3)  recent  intracerebral  hem- 
orrhage, (4)  bleeding  or  unstable  vascular 
aneurysm,  (5)  retinal  detachment,  (6) 
pheochromocytoma,  and  (7)  anesthetic  risk 
rated  ASA  level  4 or  5.^ 

CONSENT  AND  PRE-ECT  EVALUATION 

Prior  to  beginning  a course  of  ECT,  informed 
consent  should  be  obtained  from  the  patient 
and,  when  possible,  the  patient’s  family.  Con- 
sent is  a dynamic  process  which  continues 
throughout  the  course  of  treatment  and  may  be 
withdrawn  by  the  patient  at  any  time.  In  cases 
where  infonried  consent  cannot  be  given  by  the 
patient,  it  should  be  obtained  from  those  legally 
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responsible  lor  the  person’s  medical  care,  be  it 
(he  patient’s  family,  guardian  or  the  court  sys- 
tem. In  the  case  of  maintenance  ECT,  consent 
should  be  renewed  at  least  every  six  months.^ 
The  pre-ECT  evaluation  should  include  med- 
ical history,  physical  exam,  family  history,  psy- 
chiatric history  (including  an  evaluation  of  the 
adequacy  of  prior  psychiatric  treatment)  and  a 
mental  status  exam.  The  medical  workup 
should  include  vital  signs,  hemoglobin  and 
hematocrit,  serum  electrolytes  and  EKG.  CT  or 
MR!  scan  of  the  brain  is  optional  but  often  u.se- 
ful  in  ruling  out  space-occupying  lesions  and/or 
increased  intracranial  pressure.  Care  should 
also  be  given  to  the  fundoscopic  exam  to  rule 
out  papilledema.  EEC  may  also  be  helpful,  as  a 
screening  test  to  detect  treatable  organic  brain 
disease.  Additionally,  any  point  in  the  patient’s 
history,  physical  exam,  or  lab  studies  which 
requires  further  investigation  should  be  pursued 
aggressively. 

As  a general  rule,  all  psychotropic  medica- 
tions should  be  tapered  and  discontinued  prior 
to  ECT.  The  major  exception  to  this  rule  is  neu- 
roleptic medication,  which  may  be  continued 
through  a course  of  ECT,  often  at  a lower 
dosage  than  previously  given.’  Of  particular 
interest  is  the  need  to  discontinue  lithium 
approximately  three  days  prior  to  ECT.  It 
should  not  be  reinitiated  until  two  to  three  days 
after  the  patient’s  last  ECT.  This  is  due  to  the 
observation  that  delirium  is  more  common  in 
patients  receiving  lithium  during  a course  of 
ECT.  Although  the  mechanism  of  this  neuro- 
toxic interaction  is  unknown,  one  suggestion  is 
that  temporary  disruption  of  the  blood  brain 
barrier  during  the  seizure  leads  to  increased 
concentrations  of  lithium  in  the  CNS.^  Other 
drugs  which  should  be  discontinued  include 
theophylline,  reserpine,  sedative  hypnotics,  and 
echothiophate  eye  drops  whieh  irreversibly 
inhibit  pseudocholinesterase  and  may  result  in 
prolonged  apnea  in  patients  given  succinyl- 
choline.^  Benzodiazepines  may  interfere  with 
the  induction  of  maximally  effective  seizures 
and  should  be  avoided  when  possible.^  The  risk 
of  giving  general  anesthesia  for  ECT  to  patients 
taking  monoamine  oxidase  inhibitors  continues 


to  be  a subject  of  discussion.*^  More  research  is 
needed  to  elucidate  the  safety  and  efficacy  of 
other  psychotropic  drugs  when  given  with 
ECT.  Of  particular  interest  is  whether  co- 
administration of  antidepressant  medications 
and  ECT  might  actually  lead  to  improved 
and/or  faster  antidepressant  response.' 

TECHNIQUE 

Prior  to  each  treatment,  the  patient  should  have 
taken  nothing  by  mouth  for  at  least  six  hours. 
Exceptions  include  cardiac  or  anti-gastric 
reflux  medications  given  with  a sip  of  water  the 
morning  of  the  treatment.  An  intravenous 
catheter  is  placed  and  anticholinergic  medica- 
tion (atropine  0.3-0. 6 mg  im  or  sc,  or  0.4- 1 .0 
mg  iv;  or  glycopyrrolate  0. 2-0.4  mg  im  or  iv)  is 
given  to  prevent  bradyarrythmias.  Light  gener- 
al anesthesia  is  then  induced  using  methohexi- 
tal  (0.75-1.0  mg/kg  iv),^  and  muscle  relaxation 
is  achieved  with  succinylcholine  (0.5- 1.0 
mg/kg  iv).  One  hundred  pereent  oxygen  is 
administered  by  positive  pressure  ventilation 
throughout  the  procedure.  Stimulus  electrodes 
are  then  placed  on  the  scalp  either  bilaterally  or 
unilaterally.  Bilateral  treatment  produces  the 
most  rapid  response,  however  it  may  transient- 
ly cause  more  eognitive  impairment.  Unilateral 
treatment  delivered  over  the  non-dominant 
hemisphere  is  associated  with  less  verbal  mem- 
ory impairment,  but  may  not  be  as  effective  as 
bilateral  treatment.^ 

Devices  should  deliver  the  electrical  stimulus 
with  a brief-pulse,  square  wave  current  rather 
than  a sine  wave  current.  Sine  wave  current  has 
been  shown  to  cause  more  cognitive  difficulty.* 
Stimulus  dosing  will  be  discussed  below. 

Physiologie  monitoring  should  include  EEC, 
EKG,  BP,  pulse,  and  oximetry.  In  general, 
patients  should  be  restimulated  at  a higher  stim- 
ulus setting  if  a seizure  does  not  occur  or  lasts 
less  than  20  seconds.  A seizure  should  be  termi- 
nated if  it  persists  for  more  than  two  minutes  by 
motor  criteria  or  three  minutes  by  EEG  criteria. 
This  is  commonly  done  by  administering  50 
percent  of  the  original  methohexital  dose.  If  this 
fails,  benzodiazepines  or  other  agents  may  be 
used.  Treatments  are  usually  given  three  times 
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per  week  on  alternate  days  in  a course  of  six  to 
12  treatments.  However,  this  number  may  vary 
depending  on  patient  response. 

ADVERSE  EFFECTS 

The  nature  and  probability  of  adverse  effects 
should  be  considered  individually  and  dis- 
cussed as  part  of  the  informed  consent  process. 
Transient  cognitive  dysfunction  is  the  most 
common  side  effect,  manifested  by  distur- 
bances of  orientation  and/or  memory.  These 
spheres  should  be  assessed  prior  to  ECT  and 
throughout  the  course  of  treatment  with  atten- 
tion paid  to  patient  self-reports  of  memory  dif- 
ficulty. If  a patient  experiences  severe  cognitive 
dysfunction,  the  physician  should  review  the 
contributions  of  medications,  spacing  of  treat- 
ments, and  ECT  technique.^  Consideration 
should  be  given  to  inteiniption  or  discontinua- 
tion of  the  treatment  course  if  modifications  are 
unsuccessful.  Other  complications,  including 
prolonged  cardiovascular  dysfunction,  pro- 
longed apnea,  and  prolonged  seizures  are  rare. 
Transient  cardiac  arrhythmias  occur  frequently 
during,  and  immediately  after,  the  seizure  but 
usually  require  no  intervention.  Headache,  nau- 
sea and  myalgia  are  common,  usually  quite 
benign,  and  respond  to  symptomatic  treatment. 

STIMULUS  DOSING 

How  much  electricity  should  be  used  to  induce 
the  seizure  for  ECT?  This  question  has  become 
a topic  of  active  research  because  too  little 
electricity  may  result  in  missed  or  ineffective 
seizures,  while  too  much  electricity  may  con- 
tribute to  cognitive  side  effects.  Traditionally, 
optimal  ECT  has  been  defined  in  terms  of  the 
induced  seizure,  using  a defined  minimum 
seizure  duration  as  a criterion  for  adequate 
treatment.  While  it  has  been  proven  that  a 
seizure  is  necessary  for  the  therapeutic  effect  of 
ECT,  not  all  seizures  are  equivalent  in  produc- 
ing antidepressant  response.  Sackeim  and  col- 
leagues have  demonstrated  that  low-dose  right 
unilateral  ECT  produces  a non-therapeutic 
seizure.  Patients  treated  with  low-dose  right 
unilateral  ECT  at  just  above  seizure  threshold 
had  only  a 17  percent  respon.se  rate  compared 


to  a 70  percent  response  rate  for  a group  treated 
with  bilateral  ECT  at  just  above  seizure  thresh- 
old.'' Seizure  durations  were  equivalent 
between  the  two  groups.  Other  qualitative 
aspects  of  the  stimulus  and  seizure  were  clearly 
more  important  than  the  seizure  duration.  Sack- 
eim concluded  that  the  relationship  between  the 
individual’s  .seizure  threshold  and  the  adminis- 
tered electrical  dose  was  crucial  in  determining 
therapeutic  response.  Further  work  by  the  same 
group  has  found  that  higher  stimulus  dosing 
(i.e.,  2.5  times  the  seizure  threshold)  produces 
more  therapeutic  right  unilateral  ECT.  Bilateral 
ECT  appears  less  sensitive  to  stimulus  dosing.*' 
Current  data  suggest  that  stimulus  dosing  for 
right  unilateral  ECT  should  be  at  least  2.5  times 
the  patient’s  seizure  threshold  and  just  above 
the  seizure  threshold  for  bilateral  ECT. 

This  method  requires  a determination  of  the 
patient’s  seizure  threshold  as  a requisite  to 
stimulus  dosing.  This  may  be  done  using  a 
“dose  titration  technique’’  at  the  initial  ECT 
session,  giving  successive  incremental  stimuli 
until  a seizure  is  observed  (e.g. 
12,20,40,80,101.4  static  joules  on  the  MECTA 
SR-2  or  10,  20,  40,  80,  100  percent  on  the  thy- 
matron  DGX).  The  threshold  is  then  taken  as 
the  arithmetic  mean  between  the  stimulus 
required  for  a .seizure  and  the  previous,  unsuc- 
cessful stimulus.  This  strategy  takes  on  added 
significance  because  the  seizure  threshold 
varies  up  to  40-fold  from  patient  to  patient.''  An 
individually-tailored  stimulus  dose  can  avoid 
unnecessary  cognitive  side  effects  from  exces- 
sive stimulus  in  patients  with  low  seizure 
thresholds.  Factors  known  to  increase  the 
seizure  threshold  include:  male  gender,  increas- 
ing age,  increased  anesthetic  dose,  anticonvul- 
sant medications,  and  the  anticonvulsant  effect 
of  a course  of  ECT  itself'' 

ANTI-HYPERTENSIVES 

Another  refinement  in  ECT  technique  has  been 
the  use  of  short-acting,  intravenous  anti-hyper- 
tensive medication  to  attenuate  the  sympatheti- 
cally-mediated rise  in  blood  pressure,  pulse, 
and  myocardial  oxygen  demand  which  accom- 
pany a seizure.  This  is  particularly  helpful  in 
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patients  with  a history  of  hypertension,  eoro- 
nary  artery  disease,  or  inyoeardial  infaretion."’ 
A double-blind,  plaeebo-eontrolled  study  of 
pre-treatment  with  labetalol,  a eombined  alpha, 
and  beta-adrenergie  bloeking  agent,  showed  a 
signifieant  reduetion  in  taehycardia  and  hyper- 
tension, as  well  as  atrial  and  ventrieular 
arrhythmias,  in  the  labetalol  group.  The  drug 
produeed  no  untoward  side  effects  or  effects  on 
treatment  outcome."  McCall  and  co-workers 
also  demonstrated  the  safety  and  efficacy  of 
labetalol  in  ECT.'-  Esmolol,  an  ultra-short-act- 
ing beta-1  selective  adrenergic  blocker,  has 
shown  similar  cardio-protective  qualities  in 
controlled  studies.'’'^  Although  most  studies 
have  found  moderate  attenuation  of  seizure 
duration  with  beta  blockers,  no  study  has  found 
that  these  agents  decrease  the  eftlcaey  of  ECT. 
It  is  recommended  that  an  anti-cholinergic  be 
administered  with  the  beta-blocker  to  prevent 
imbalance  between  the  parasympathetic  and 
sympathetic  systems  during  the  treatment.'^ 

PARKINSON’S  DISEASE 

A growing  literature  supports  the  efficacy  of 
ECT  in  treating  the  motor  symptoms  of  Parkin- 
son’s disease,  with  or  without  concomitant  psy- 
chiatric illness. Since  the  first  clinical  reports 
in  1959,  several  anecdotal  reports  have 
described  improvement  in  bradykinesia,  rigidi- 
ty and  postural  instability  (but  less  often 
tremor)  in  Parkinson’s  disease  patients  receiv- 
ing ECT.'’  ’’  Swedish  clinical  trials  in  the 
severely  disabling  “on-off  syndrome”  have 
been  promising  as  well,  with  significant  decline 
in  “off”  time  during  a course  of  ECT.’°-'  Aug- 
mentation of  the  dopamine  system  may  be  a 
key  mechanism  leading  to  response  in  these 
patients.  Treatment-emergent  dyskinesias  often 
develop  and  halving  of  the  levodopa  dose  prior 
to  ECT  has  been  recommended.'^  Several 
groups  of  investigators  are  cuirently  develop- 
ing protocols  to  more  systematically  assess  the 
effectiveness  and  possible  mechanism  of  action 
of  ECT  in  Parkinson’s  disease. 

MAINTENANCE  ECT 

ECT  is  one  of  the  few  treatments  in  medicine 


that  is  commonly  stopped  once  it  has  proven 
el'fective.  Clear  recommendations  are  develop- 
ing for  maintenance  pharmacotherapy  of 
depression  in  medication-responsive  patients. 
Common  current  practice  is  to  place  patients  on 
maintenance  medication  following  ECT 
response.  A recent  study  has  found  that  up  to 
50  percent  of  such  patients  have  recurrence  of 
illness  at  one  year.“  The.se  observations  support 
the  growing  use  of  ECT  as  maintenance  thera- 
py. Maintenance  ECT  is  typically  given  as  an 
outpatient  treatment  at  intervals  titrated  to  sup- 
press depressive  symptoms.  Patients  with  good 
support  systems  are  able  to  come  in  for  a treat- 
ment in  the  morning  and  return  home  the  same 
day,  following  a brief  recovery  period.  Treat- 
ments are  initially  spaced  every  one  to  two 
weeks  and  then  tapered  to  every  one  to  three 
months  as  dictated  by  the  patient’s  clinical  sta- 
tus. A recent  review  details  several  small  but 
promising  studies  of  the  effectiveness  of  this 
mode  of  maintenance  treatment.^^ 

CONCLUSION 

ECT  remains  an  important  treatment  for  seri- 
ous depression  and  a limited  range  of  other 
neuropsychiatric  conditions.  Refinements  in 
technique  allow  ECT  to  be  given  safely  and 
with  an  acceptable  side  effect  profile,  even  in 
very  elderly  or  medically  ill  patients.  Ongoing 
research  holds  the  promise  of  even  further 
reductions  in  side  effects  and  the  eventual  elu- 
cidation of  the  mechanism  of  action  of  this  dra- 
matically effective  treatment.  □ 
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ERRATUM 

The  January  1995  Cover  Contents  contained  the  topic 
“Child  and  Adolescent  Psychology.”  This  should  have 
read  “Child  and  Adolescent  Psychiatry,”  referring  to  the 
article  which  appeared  beginning  on  page  5 entitled 
“Current  Child  and  Adolescent  Inpatient  Psychiatric 
Treatment  - Evolution  or  Regression?”  by  Donald  J. 
Carek,  M.  D.,  and  Lisa  D.  Hand,  M.  D.  The  Editorial 
Staff  of  The  Journal  of  the  South  Carolina  Medical 
Association  regrets  this  error  and  offers  apologies  to  the 
authors. 
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The  March,  1995  Medicare  Advisory  has  been  mailed. 
Included  in  this  Advisory  is  a list  of  tests  authorized  by 
the  CLIA  program  for  Waiver  or  Physician  Performed 
Microscopy  Procedures  (PPMP)  certificates,  as  well  as 
other  useful  information. 

HCFA  Clarification  on  Breast  Bwdsv  and  Mastectomy 
Performed  on  the  Same  Daw  The  rebundling  instruc- 
tions bundle  breast  biopsy  into  payment  for  a mastecto- 
my. There  has  already  been  a confirmed  diagnosis  of 
maUgnancy  that  has  precipitated  the  mastectomy,  and  the 
biopsy  done  on  the  day  of  the  surgery  is  part  of  the  mas- 
tectomy. Payment  for  the  biopsy  (or  biopsies)  is  includ- 
ed in  the  payment  for  the  mastectomy  and  no  addition- 
al payment  for  the  biopsy  or  biopsies  will  be  made. 

However,  when  the  breast  biopsy  and  mastectomy  are 
performed  on  the  same  date  and  the  purpose  of  the  biop- 
sy is  to  determine  if  there  is  a malignancy  before  pro- 
ceeding with  the  mastectomy.  Medicare  will  pay  for  both 
the  mastectomy  and  the  biopsy.  Add  the  following  mod- 
ifiers to  the  CPT  code: 

• Modifier  -58  that  the  biopsy  is  a staged  pro- 
cedure, and 

• Modifier  -5 1 to  indicate  that  it  is  a multiple 
procedure. 


While  both  codes  would  be  allowed  and  paid,  the  mul- 
tiple surgery  reductions  apply  to  these  services. 

Interest  Rate  Correction:  In  the  February,  1995  “SCMA 
Newsletter,”  we  inadvertently  published  an  old  interest 
rate.  The  new  interest  ratd  for  overpayments  and  under- 
payments is  13.625  percent  effective  January  6, 1995. 

There  is  a separate  interest  rate  which  appUes  to  Medicare 
claims  not  paid  on  a timely  basis.  Effective  January  1, 
1995,  the  rate  is  8. 125  percent.  See  the  March  Advisory 
for  additional  information. 

Railroad  Retirement  Benefits:  Travelers  Insurance  Com- 
pany, the  insurance  carrier  for  the  Medicare  Part  B por- 
tion of  the  Railroad  Retirement  Program,  has  changed  its 
name.  The  correct  name  is  MetroHealth.  Claims  for 
RRBs  should  be  submitted  to  MetroHealth,  RRB 
Medicare  Claims  Office,  PO  Box  10066,  Augusta,  GA 
30999,  (706)  855-1386. 

Medicare  Secondary  Paver  Service  Center:  In  order  to 
provide  the  most  efficient  service  possible.  Medicare  will 
meige  the  Medicare  Secondary  Payer  (MSP)  telepAione  ser- 
vice into  Medicare  Part  B Provider  Service  Center  begin- 
ning April  1, 1995.  Customer  Service  Representatives  are 
currently  training  on  MSP  issues  so  that  they  will  be  pre- 
pared to  handle  your  questions  beginning  April  1 . □ 


CHARGES  FOR  CLIA  CERTIFICATION 

Physicians  who  are  certifying  or  recertifying  their  labs  under  CLIA  requirements  should 
call  the  Commission  on  Laboratory  Accreditation  (COLA)  at  (800)  298-8044.  We  have 
indications  that  COLA  charges  are  significantly  lower  than  DHEC  charges. 


MEDICAID  UPDATE 

Medicaid  Billing  Workshops:  The  Department  of 
Physician  Services  offers  basic  billing  workshops 
on  a quarterly  basis  in  Columbia.  The  workshops 
are  geared  toward  new  billing  staff  and  new 
providers  in  the  Medicaid  program.  Workshops  are 
scheduled  for  Wednesdays  on  May  3,  August  2 and 
November  2,  1995,  from  12:30  pm  to  3:00  pm  at 
the  Jefferson  Square  Plaza.  For  more  information 
and  to  register  for  a workshop,  please  call  the 
Department  of  Physician  Services  at  (803)  253- 
6134.  The  workshops  are  free! 


PROS  DIRECTED  TO  CEASE 
ATTESTATION  REVIEW 

Effective  immediately,  the  PROs  are  not  required  to 
perform  review  of  the  attestation  document  as 
specified  in  section  C.3.3J0  of  the  current  S.O,W, 
and  in  section  G.3.3.11  of  the  streamlined  S.O.W. 
(dated  July  1,  1995),  In  a memo  to  Carolina 
Medical  Review  (CMR),  the  director  of  the  Office 
of  Quality  Improvement  Programs  stated  that  the 
Medicare-Technical  Advisory  Group’s  (M-TAG’s) 
Beneficiary  Protection  and  Documentation  Task 
Force  recommended  that  the  attestation 
requirements  at  42  CFR  412.46  be  changed  to  shift 
responsibility  from  the  physician  to  the  ho^ital  for 
accurately  reporting  diagnoses  and  procedures 
relating  to  DRG  classification  under  the  Medicare 
hospital  prospective  payment  system.  Until  such 
time  as  the  42  CFR  412.46  requirement  is  modified^ 
it  remains  in  effect;  however,  CMR  will  no  longer 
be  monitoring  compliance.  Attestation  documents 
continue  to  be  a required  part  of  the  medical  record 
and  are  necessary  for  DRG  validation  review. 
Please  continue  to  include  an  official  attestation 
document  when  records  are  requested  for  review. 
HCFA  will  be  issuing  the  formal  policy  regarding 
attestations  in  the  near  future. 


MAKE  ^URE  THEY'RE  COVERED 

Do  you  provide  immunizations  for  children,  seniors  or 
immunocompromised  patients?  If  so,  the  AMA  has  a 
deal  for  you. 

A free,  up-to-date  packet  of  immunization  information 
is  now  available  through  a new  AMA-staffed  clearing- 
house. It’s  free  to  all  physicians  and  other  health  care 
providers  who  give  immunizations;  you  don't  have  to  be 
an  AMA  member.  Even  the  phone  call  to  the  “Make  sure 
they’re  covered”  program  is  free.  The  clearinghouse  is 
underwritten  by  a grant  to  the  AMA  from  the  Centers 
for  Disease  Control  and  Prevention  as  part  of  its  Child- 
hood Immunization  Initiative.  Physician  involvement  is 
vitally  important  to  increasing  immunization.  Infants  are 
especially  at  risk.  Now  is  an  especially  good  time  to 
update  yourself,  because  changes  are  taking  place  that 
may  affect  your  patients. 

Perhaps  the  best-known  development  is  the  fledgling 
Vaccines  for  Children  program,  or  VFC  which  was 
launched  in  October  of  last^year.  It  provides  federally 
funded  vaccines  for  poor  and  uninsured  young  people 
through  state-run  programs.  The  packet  includes  infor- 
mation on  the  program  and  about  how  physicians  can 
sign  up  to  participate.  Of  special  interest  to  physicians 
who  treat  young  people  will  be  the  revised  immuniza- 
tions schedule  for  infants,  children  and  adolescents,  and 
a 21-page  CDC  “Guide  to  Contraindications  to  Child- 
hood Vaccines.”  Both  are  included.  As  of  October  1, 
1994,  the  government  requires  physicians  to  provide 
patient  information  material  whenever  immunizations 
are  given.  The  AMA  packet  includes  information  sheets 
which  can  be  photocopied  and  distributed  to  your 
patients. 

In  addition,  the  packet  contains  a summary  of  vaccines 
in  development,  information  about  vaccinations  for  older 
adults  and  immunocompromised  patients,  a fact  sheet 
on  the  National  Vaccine  Injury  Compensation  Program, 
titles  of  articles  about  immunizations  and  a list  of  use- 
ful telephone  numbers.  Additional  information  on  spe- 
cific vaccines  is  available  by  fax  from  the  CDC  or  the 
AMA. 

To  receive  your  free  “Make  sure  they're  covered"  mate- 
rials, call  (800)  621-8335.  Ask  for  product  number 
NCO 15895.  Included  in  the  kit  is  a toll-free  number  for 
follow-up  calls.  □ 
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PALMETTO  HEALTH  INITIATIVE  HOTLINE 


Ms 

Question:  How  will  managed  care  in  South  Carolina  affect  rural  health  clinics  in 
regards  to  reimbursement?  (James  L.  Bland,  MD,  Aiken) 

Answer: 

Currently,  the  Health  and  Human  Services  Finance  Commission  is  including  rural 
health  clinics  (RHCs)  in  the  Palmetto  Health  Initiative  (PHI).  Consequently,  RHCs 
would  lose  their  current  reimbursement  rates  and  would  start  receiving  the  rates 
established  under  the  PHI  just  like  any  other  provider. 

PHI  consists  of  two  types  of  managed  care  plans,  the  Capitated  Access  Program  (CAP) 
and  Physicians'  Enhanced  Program  (PEP).  Under  CAP,  a fully  capitated  program 
covering  most  Medicaid  services,  the  Medicaid  recipient  will  be  enrolled  in  an  HMO 
and  will  choose  a participating  physician  in  that  HMO.  The  HMO  will  pay  physicians 
and  other  health  care  providers  according  to  whatever  rates  they  set  for  the  services 
rendered.  Under  PEP,  a partially  capitated  program  covering  primary  care  services,  the 
Medicaid  recipient  will  choose  one  physician  to  serve  as  a “gatekeeper”  from  a list  of 
physicians  participating  in  PEP  in  their  area.  The  Finance  Commission  will  pay 
physicians  a monthly  capitated  rate  for  each  recipient  enrolled  in  your  practice.  These 
capitated  rates  have  not  been  released  by  the  Finance  Commission. 

Currently,  RHCs  are  paid  an  all-inclusive  rate  using  the  Medicare  RHC  rate.  RHCs 
rates  are  capped  at  the  Medicare  rate  for  rural  health  centers.  At  the  end  of  the  year,  a 
settlement  is  completed.  Although  RHCs  would  lose  this  method  of  payment  under 
PHI,  they  may  not  be  adversely  affected  if  the  capitated  rates  are  adequate.  The  SC 
Rural  Health  Clinic  Association  is  represented  on  the  PEP  Advisory  Conunittee.  The 
PEP  Advisory  (Committee  was  convened  by  the  Finance  Commission  last  year  to  review 
the  services  in  the  package  and  other  details  of  the  program.  This  committee  will 
reconvene  to  review  the  capitated  rates  once  they  are  released. 

Question: 

Will  AIDS  patients  be  included  in  the  Palmetto  Health  Initiative?  (William  Davis,  MD, 
Myrtle  Beach) 

Answer: 

AIDS  patients  will  be  covered  in  the  Palmetto  Health  Initiative  as  any  other  patient. 
Although  AIDS/HIV  patients'  office  visits  are  included  in  the  monthly  capitated  rate  for 
the  PEP  program,  there  are  home  and  community  based  services  available  for 
AIDS/HIV  patients  which  will  be  reimbursed  fee-for-service.  These  services  include 
private  duty  nursing,  personal  care  aide  services,  home  delivered  meals,  counseling 
services,  foster  care  services,  case  management,  and  modified  hospice  services. 

Comments: 

I firmly  believe  that  Hospice  services  should  be  included  in  the  Palmetto  Health 
Initiative.  (Cfiris  Brunson,  MD,  Charleston) 

Please  call  the  Palmetto  Health  Initiative  Hotline  (1-800-825-8921)  with  your  questions  regarding  the  Medicaid 
waiver.  □ 
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SCMA  ANNUAL  MEETING 
April  20-23, 1995 
Charleston,  SC 


! REGISTER  TODAY ! 
SCMA  ANNUAL  MEETING 


The  147th  Annual  Meeting  of  the  South  Carolina 
Medical  Association  will  mark  15  consecutive  years 
in  Charleston  and  the  ninth  consecutive  year  at  the 
Omni  Hotel. 

Information  regarding  the  meeting,  including 
registration  form  and  hotel  reservation  form,  has  been 
mailed  to  all  South  Carolina  physicians,  but  if  you 
have  not  received  this  information,  you  may  use  the 
registration  form  on  this  page,  or  call  SCMA 
Headquarters  in  Columbia  (798-6207  or  l-8(X)-327- 
1021).  Again,  there  is  no  registration  fee  for  SCMA 
members,  and  pre-registration  is  encouraged. 

The  House  of  Delegates  meets  to  consider  the 
business  of  the  association  on  Friday,  April  21,  and 
again  on  Sunday  morning,  April  23.  Reference 
Committees  will  meet  on  Friday  afternoon. 

A total  of  14  AMA  Category  1 and  14  AAFP 
Prescribed  hours  have  been  approved  for  scientific 
sessions  beginning  on  Wednesday  afternoon  and 
continuing  through  Saturday  afternoon.  Special  guests 
for  this  annual  meeting  include  Richard  F.  Corlin, 
MD,  Vice  Speaker  of  the  AMA  House  of  Delegates. 

Again  this  year,  the  SCMA  will  serve  as  the 
umbrella  organization  for  many  specialty  societies 
who  will  hold  business  and  scientific  sessions  during 
the  Annual  Meeting. 

The  SCMA  Board  of  Trustees  will  meet  on 
Thursday,  April  22  and  at  breakfast  each  day  to 
consider  business  which  arises  during  the  House  of 
Delegates  meeting. 

The  April  issue  of  The  Journal  will  contain 
reports  and  resolutions  available  at  publication 
deadline.  Additional  reports  and  resolutions  received 
after  the  April  issue  goes  to  press  wiO  be  included  in 
the  delegates’  handbooks  which  will  be  mailed  prior 
to  the  meeting.  Delegates  are  asked  to  bring  their 
handbooks  to  the  meeting  or  to  pass  them  along  to 
alternate  delegates  if  they  are  unable  to  attend.  □ 


CAPSULES 

Colin  W,  Howden,  MD^  Columbia^  has  been  a|ipflint» 
ed  to  the  Editorial  Board  Of  The  Jaurml  as  a 
re'^^sitative  of  the  Young  Physicians  Section. 


NICKNAME  FOR  BADGE 

NAME 

ADDRESS 

CITY 

STATE/ZIP 

COUNTY 

SPECIALTY 


DELEGATE 

□ 

YES 

□ 

NO 

ALTERNATE  DELEGATE 

□ 

YES 

□ 

NO 

AMA  MEMBER 

□ 

YES 

□ 

NO 

SOCPAC  MEMBER 

□ 

YES 

□ 

NO 

REGISTRATION  FEES 

(Please  check  appropriate  category) 

□ SCMA  Member No  fee 

All  three  non-member  categories  listed  below  include  one 
year's  membership  in  SCMA  if  eligible. 


□ Non-Member $320.00 

□ Non-Member  Resident $ 25.00 

□ Non-Member  Student $ 15.00 


□ Physician  Assistant,  Nurse  Practicioner  $ 35.00 
(If  employed  by  SCMA  Member) 

□ Physican  Assistant,  Nurse  Practitioner.. $ 60.00 
(Not  employed  by  SCMA  Member) 

SPECIAL  ACTIVITY  FEE 

□ SCMA  Reception  and  Banquet Per  person  $25.00 

MAKE  CHECKS  PAYABLE  TO  THE  SCMA 
Mail  Registration  and  Check  to: 

South  Carolina  Medical  Association 
PO  Box  1 1 188,  Columbia,  SC  2921 1 

Charge  to  Credit  Card: 

□ VISA  No. 

□ MASTERCARD  No. 

Expiration  Date 

Authorization  Signature 
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EVALUATION  OF  COMPUTERIZED  ELECTRO- 
CARDIOGRAPHIC INTERPRETATIONS  IN  A 
COMMUNITY  HOSPITAL* 

WILLIAM  W.  PRYOR,  M.  D.** 

DAWN  W.  BLACKHURST,  M.  S. 

KATHY  GATES 
GALEN  S.  WAGNER,  M.  D. 


Computerized  electrocardiographic  (ECG) 
analysis  systems  are  commonly  used  as  the  ini- 
tial screening  step  in  clinical  interpretation  of 
ECGs.  The  second  step  involves  confirmation 
by  a physician.  In  community  hospital  settings, 
over-readings  may  be  performed  by  cardiolo- 
gists or  internists.  Requirements  to  qualify  for 
this  privilege  may  vary  by  institution  and  the 
experience  of  the  physicians  available.  In  some 
hospitals  the  privilege  to  interpret  ECGs  is 
restricted  to  a limited  number  of  physicians, 
while  other  institutions  have  an  “open  staff’ 
policy.  Computer  analysis  facilitates  the  inter- 
pretation of  ECGs  but  is  not  a substitute  for 
evaluation  by  a physician. 

The  data  contained  in  this  report  were  gath- 
ered as  part  of  a quality  assurance  study  to 
evaluate  how  well  the  two-step  “overreading” 
method  functions  in  a community  hospital.  The 
purposes  of  the  investigation  were  two;  first,  to 
detennine,  by  physician  over-reading,  the  rate 
of  discrepancy  with  computerized  ECG  inter- 
pretations; and  second,  to  classify  the  discrep- 
ancies according  to  clinical  significance  (Table 
1)  and  type  of  abnormality. 

METHODS 

A total  of  619  ECGs  recorded  on  adult  patients 


*From  the  Division  of  Medical  Education  and  Research, 
Greenville  Hospital  System,  Greenville,  SC  (Dr.  Pryor 
and  Ms.  Blackhurst);  and  the  Department  of  Medicine, 
Duke  University  Medical  Center,  Durham,  NC  (Ms. 
Gates  and  Dr.  Wagner). 

**Address  correspondence  to  Dr.  Pryor  at  Greenville 
Hospital  System,  701  Grove  Road,  Greenville,  SC  29605. 


were  evaluated.  The  non-consecutive  sampling 
periods  occurred  during  three  months  in  1991 
and  four  months  in  1992.  Each  sampling  period 
varied  from  one  to  five  days,  during  which  50 
to  100  consecutive  ECGs  were  selected  for  the 
study.  The  reviewer  (first  author)  over-read  all 
records  independently,  and  his  interpretations 
were  used  as  the  “reference  standard”  for  com- 
parison purposes.  Two  hundred  ninety  ECGs 
(47  percent)  were  interpreted  as  normal  by 
computer,  physician,  and  reviewer;  these  nor- 
mal recordings  were  excluded  from  the  study. 
Erom  the  remaining  329  abnormal  recordings  a 
33  percent  random  sample  of  1 1 1 was  selected 
for  additional  review  by  a validating  specialist 
(fourth  author)  to  corroborate  the  reviewer’s 
inteipretations.  The  validating  specialist  was 
blinded  to  the  diagnostic  interpretations  of  both 
the  physician  and  the  reviewer. 

Greenville  Memorial  Hospital  (GMH)  is  a 
676-bed  tertiary  care  community  teaching  hos- 
pital located  in  Greenville,  South  Carolina. 
More  than  100  ECGs  are  recorded  throughout 
the  hospital  and  outpatient  facilities  each  day 
using  Marquette  SL  carts.  Processing  of  the 
records,  including  editing  reports,  storage,  and 
retrieval,  was  accomplished  with  a Muse  Sys- 
tem in  a central  ECG  department.  All  computer 
interpretations  are  confirmed  by  a physician 
before  the  report  is  considered  final  and  made  a 
part  of  the  patient’s  record.  Computer  reports 
include  the  patient’s  age  and  sex,  time  and 
location  recorded,  and  computer  interpretation 
with  reference  to  any  previously  stored  ECG. 
When  available,  a maximum  of  two  previous 
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COMPUTERIZED  EKG  INTERPRETATION 

lAHEE 1 

i)i;s(’Rii’ri()N  ofsevkku  y codes  for  dia(;nostic  discrfpanciks 

(Jrave  Error  Could  result  in  improper  diagnosis,  management,  and  adverse  clinical  result  — may  be  life  threatening 

Major  Error  Could  result  in  improper  clinical  diagnosis  or  management  and  cause  adverse  clinical  result,  but 

NO  r life  threatening 

Minor  Error  Change  in  RCG  interpretation,  but  unlikely  to  significantly  alter  clinical  management  or  results 


ECGs  were  altaehed  to  the  mo.st  recent  record 
for  comparison.  Photocopies  of  confirmed 
records  were  made  available  to  the  reviewer. 

Diagnostic  interpretations  of  all  recordings, 
severity  of  discrepancies,  and  type  of  cardiac 
abnormalities  were  coded  by  the  reviewer. 
Codes  for  the  severity  of  diagnostic  discrepan- 
cies (none,  minor,  major,  or  grave)  are 
described  in  Table  1.  For  those  records  classi- 
fied as  “grave,”  a retrospective  review  of  the 
patients’  charts  was  completed  by  the  reviewer 
in  order  to  obtain  follow-up  clinical  informa- 
tion and  diagnoses. 

Descriptive  terms  used  in  this  report  for  the 
types  of  reviewers  are  “computer,”  “staff  physi- 
cian,” “reviewer,”  and  “validator.”  Staff  physi- 
cians over-reading  the  study  sample  included  22 
internists,  both  generalists  and  subspecialists, 
and  12  board-certified  cardiologists,  all  of 
whom  were  assigned  from  the  hospital’s  ECG 
roster  during  the  study  period.  The  minimum 
requirements  to  obtain  the  privilege  to  interpret 
ECGs  at  GMH  include  (1)  evidence  of  residency 
training  sufficient  for  board  eligibility  in  inter- 
nal medicine  and  (2)  documentation  of  compe- 
tence in  ECG  interpretation.  Physicians  holding 
privileges  prior  to  1988  were  “grandfathered.” 

The  reviewer  is  a board-certified  cardiologist 
with  a special  interest  in  electrocardiography, 
including  teaching  medical  students  and  residents 
ECG  interpretation.  He  holds  faculty  appoint- 
ments at  both  medical  schools  in  the  state. 

The  validator  is  a board-certified  cardiologist 
who  has  taught  electrocardiography  for  25 
years.  He  is  an  associate  editor  of  the  Journal 
of  Electrocardiography,  a charter  member  of 
the  International  Society  of  Computerized 
Electrocardiography,  and  author  of  several 
electrocardiographic  texts. 


All  data  analyses  were  performed  using  SAS 
statistical  software  (SAS  Institute,  Inc.,  Cary, 
NC).  Differences  in  proportions  were  evaluated 
using  the  chi-square  test  for  homogeneity.  P < 
0.05  was  considered  as  representing  conven- 
tional statistical  significance. 

RESULTS 

Rates  of  diagnostic  discrepancies  between  staff 
physicians  and  computerized  ECG  interpreta- 
tions are  presented  in  Table  2.  In  the  total  sam- 
ple of  ECGs  with  discrepancies  (Table  2A) 
staff  physicians  disagreed  with  the  computer  in 
only  25  percent  of  the  records  reviewed.  This 
rate  was  significantly  lower  than  the  reviewer’s 
discrepancy  rate  of  45  percent  (p<0.001 ). 
When  staff  physicians  were  subdivided  into 
cardiologists  and  internists,  no  significant  dif- 
ference in  overall  discrepancy  rates  was  found; 
therefore,  these  two  groups  of  physicians  were 
combined  for  all  other  analyses. 

In  the  sub-sample  of  records  (N=lll)  exam- 
ined independently  by  the  validating  physician 
(Table  2B),  the  discrepancy  detection  rate  for 
staff  physicians  was  17  percent,  compared  to 
41  percent  and  38  for  the  reviewer  and  valida- 
tor, respectively.  No  significant  difference  in 
rates  was  found  between  the  reviewer  and  val- 
idator (p=0.38). 

Of  the  329  abnormal  records,  the  reviewer 
disagreed  with  the  computer  interpretation  in 
148.  The  clinical  significance  of  these  disagree- 
ments ranged  from  minor  to  grave  (as  defined 
in  Table  1).  Of  the  148  disagreements,  94 
(63.5%)  were  classified  as  minor,  42  (28.4%) 
as  major,  and  12  (8.1%)  as  grave,  or  potentially 
life-threatening.  Examples  of  the  minor  catego- 
ry include  disagreements  related  to  the  pres- 
ence or  absence  of  premature  atrial  beats  vs. 
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TABLE  2 

DETECTION  RATE  OF  ERRORS  (OR  DISCREPANCIES)  IN  COMPUTERIZED  ECTJ  INTERPRP:TATI0NS 

BY  TYPE  OF  PHYSICIAN 

Type  of  Physician  No.  ECXis  Reviewed  No.  ( % ) Discrepancies  With  Computer  Diagnoses 


A.  TOTAL  SAMPLE  OF  EC(Js  WITH  DISCREPANCIES 

Staff  Physicians  329 

83 

(25.2) 

— Cardiologists 

141 

39 

(27.7) 

— Internists 

188 

44 

(23.4)* 

Reviewer 

329 

148 

(45.0)* 

B.  RANDOM  SAMPLE  FOR  VALIDATION 


Staff  Physicians 

1 1 1 

19 

(17.1) 

Reviewer 

111 

46 

(41.4) 

Validator 

1 1 1 

42 

(37.8) 

+ P = 0.38  for  cardiologists  versus  internists, 
t P < 0.001  for  reviewer  versus  staff  physicians. 
= 0.58  for  validator  versus  reviewer. 


sinus  anhythmia,  supraventricular  ectopic  beats 
with  aberrancy  vs.  ventricular  ectopic  beats, 
voltage  criteria,  interval  duration,  axis,  and 
minor  ST-T  changes. 

Of  the  42  records  considered  to  reflect  major 
discrepancies,  26  (62%)  involved  the  diagnosis 
of  myocardial  infarction  and/or  ischemia,  nine 
(21%)  related  to  A-V  conduction  abnormalities 
and/or  atrial  arrhythmias,  and  six  (14%) 


FIGURE  1 


Detected  both  by  Staff  MD  and  Reviewer 


Delected  only  by  Reviewer 


Total  Minor  Major  Grave 

N=148  N=94  N=42  N=12 


SEVERITY  OF  DISCREPANCY  WITH  COMPUTER 


involved  right  ventricular  hypertrophy,  pre-exci- 
tation, electronic  pacing,  and  limb  or  precordial 
lead  reversal  resulting  in  improper  diagnoses. 

The  12  records  categorized  as  having  grave 
discrepancies  are  listed  in  Table  3.  Seven  of 
these  12  had  previous  ECGs  and/or  clinical 
information  (over-reading  physician  same  as 
ordering  physician)  available.  In  1 1 of  the  1 2 
records  with  grave  discrepancies,  follow-up 
clinical  diagnoses  obtained  from  the  patients’ 
charts  supported  the  reviewer’s  interpretations. 

Rates  of  discrepancies  by  severity  code  for 
staff  physicians  versus  reviewer  are  displayed 
in  Figure  1.  Staff  physicians  identified  37  per- 
cent of  the  minor  and  74  percent  of  the  major 
discrepancies,  but  only  three  of  the  12  (25%)  in 
the  grave  category.  Of  the  148  discrepancies 
detected  by  the  reviewer,  the  majority  (55  or 
37%)  involved  the  diagnosis  of  myocardial 
infarction  and/or  ischemia. 

Staff  physicians  detected  49  percent  of  these 
and  81  percent  of  discrepancies  involving 
arrhythmias,  but  only  28  percent  of  those  relat- 
ed to  hypertrophy. 


Figure  1.  Percentage  of  discrepancies  with  comput- 
erized interpretations  by  type  of  physician  (“staff 
MDs”  - cardiologists  or  internists  - versus  a review- 
er), and  by  clinical  severity  of  discrepancy. 


DISCUSSION 

The  two-step  method  of  EGG  interpretation 
was  initiated  at  GMH  approximately  eight 
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l ABIJ-;  3 

DKTAII.KI)  DESC  RIPTION  OF  12  “(JRAVP:’ 

DISCREPANCIES 

IM.  No. 

Computer  l)ia}>nosis 

Staff  Ml)  Diagnosis 

Reviewer  Diagnosis 

1 

Normal 

/ 

S I -T  abn  c/w  inferior  injury 

2 

Normal 

/ 

ST-T  abn  c/w  acute  anterior  injury 

3 

I.Al-:,  IVCI)  Borderline 

// 

ST-T  abn.  anterior  ischemia 

4 

NS  Sl’-'F  abn. 

/ 

Abn.  ST-T  c/w  anterior  injury 

.S 

SA  T,  abn.  LAI)  Borderline 

// 

Hyperkalemia 

6 

WPW 

// 

WPW  ST-T  chg,  acute  inferior  injury 

7 

NS-ST  abn. 

/ 

Possible  ASMl,  age  undetermined 

8 

LAI),  LBBB 

// 

ASMI  recent,  intcmiittent  LBBB 

0 

LVIl,  NS-ST  abn. 

/ 

ASMl,  possibly  acute,  LVH 

10 

SR.  BAC,  LBBB 

/ 

2: 1 AV  Block,  ASMl,  age  undetemiined 

11 

NS  S7  -T  abn. 

/// 

.ST-T  abn.  cw  injury 

12 

Nomial 

/ 

ST-T  abn.  c/w  acute  luiterior  injury 

/ 

Staff  jiliysician  agreed  with  computer  diagnosis. 

// 

Staff  physician  agreed  with  reviewer. 

/// 

Staff  physician  disagreed  with  computer's 

and  reviewer's  diagnoses. 

See  Appendi.x  A for  all  abbreviations  used  in  Ttible  3 

years  ago  to  address  the  need  for  readily  avail- 
able reports,  espeeially  for  emergeney  room 
and  preoperative  patients.  Although  there  was 
concern  about  reliance  on  unconfirmed  com- 
puter reports,  the  physicians  responsible  for 
instituting  the  system  considered  it  satisfactory. 
There  was  a consensus  that  if  a record  was 
reported  “normal,”  the  probability  of  not  recog- 
nizing a serious  problem  (e.g.,  acute  myocar- 
dial infarction)  was  very  unlikely. 

Numerous  published  reports  evaluating  the 
accuracy  of  computer  interpretation  of  ECGs 
are  available.^  '^  In  a study  by  Willems  et  al.,'* 
computer  analyses  were  compared  to  clinically 
validated  diagnoses  of  certain  cardiac  disorders 
(ventricular  hypertrophy  and  myocardial 
infarction);  an  accuracy  rate  of  69.7  percent 
was  reported.  This  rate  compared  favorably 
with  the  cardiologists’  rate  of  76.3  percent.  The 
authors  concluded  that  “some,  but  not  all  com- 
puter programs  performed  almost  as  well  as 
ciirdiologists”  in  this  limited  number  of  disor- 
ders. 

Another  report,  from  an  outpatient  teaching 
facility,  described  the  level  of  competency  of 
ECG  interpretation  by  family  practice  physi- 
cians aided  by  the  computer.^  The  family  physi- 


cian readings  were  compared  to  those  of  a con- 
sulting cardiologist  and  an  electrocardiogra- 
pher,  who  was  used  as  the  “gold  standard”  for 
definitive  comparison.  This  study  indicated  that 
the  family  practice  physicians  correctly  identi- 
fied 67  percent  of  potentially  significant  find- 
ings. However,  when  these  practitioners  over- 
read computer-interpreted  records,  this  rate 
increased  to  88  percent,  which  closely  approxi- 
mated the  91  percent  achieved  by  the  consult- 
ing cardiologist.  The  authors  recommended  the 
use  of  computerized  ECG  interpretation 
because  of  the  availability  of  immediate  results. 

Experience  at  GMH  revealed  that  in  the 
majority  of  cases  the  preliminary  computer 
analyses  were  accurate  and  quite  useful.  How- 
ever, over  time,  serious  discrepancies  began  to 
be  reported.  Physicians  noted  that  it  was  not 
unusual  to  see  a computer  report  of  “normal 
ECG”  when  the  physician  over-read  indicated  a 
major  abnormality,  and  vice  versa.  Ordering 
physicians  who  were  often  dependent  on  pre- 
liminary computer  reports  began  to  question 
the  diagnoses  and  insisted  on  more  timely  con- 
finriation.  It  was  in  this  context  that  the  present 
study  was  initiated. 

Results  from  this  study  revealed  that  54 
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(8.7%)  of  the  619  ECGs  reviewed  contained 
major  or  grave  discrepancies  which  were  unde- 
tected by  the  computer.  Thirty-three  of  these 
(61%)  were  recognized  by  the  staff  physician 
upon  review.  Although  the  majority  of  discrep- 
ancies were  detected  by  cardiologists  or 
internists  on  initial  over-read,  this  study  indi- 
cates that  the  two-step  method  at  GMH  needs 
improvement.  Of  particular  concern  are  the 
ECGs  detennined  nomial  by  computer  analysis 
that  proved  to  have  abnormalities  indicative  of 
major  or  grave  importance. 

The  12  ECGs  in  the  grave  category  included 
five  interpreted  as  nomial  or  borderline  by  the 
computer.  In  three  of  these,  the  staff  physician 
agreed  with  the  computer.  Non-specific  ST-T 
abnormalities  described  in  four  patients  proved 
to  be  changes  indicative  of  early  myocardial 
injury.  The  ECG  with  changes  of  hyperkalemia 
was  interpreted  as  borderline  with  abnormal 
LAD.  The  computer  diagnosis  of  WPW  in 
ECG  #6  did  not  include  any  reference  to  atypi- 
cal ST-T  changes. 

Although  we  were  unable  to  determine 
whether  staff  physicians  reviewed  previous 
ECGs,  we  find  it  more  difficult  to  explain  the 
apparent  lack  of  influence  of  clinical  informa- 
tion assumed  to  be  available  if  the  ordering  and 
reading  physician  were  the  same.  Speculation 
would  certainly  suggest  the  overreader  just 
“signed-off’  on  the  report  in  many  of  these.  It 
is  reassuring  that  the  clinical  management  does 
not  appear  to  have  been  adversely  affected  by 
the  computer  diagnoses  with  the  possible 
exception  of  cases  #2  and  #1 1 (Table  3).  Patient 
#2  may  have  followed  medical  advice  for 
admission  in  the  emergency  room  if  told  his 
ECG  was  abnormal.  He  returned  three  hours 
later  with  evidence  of  acute  myocardial  infarc- 
tion. Although  admitted  to  the  CCU,  the  early 
management  of  patient  #11  might  have  been 
different  if  the  ECG  abnormalities  had  been 
appreciated. 

The  uncertainty  caused  by  inaccurate  comput- 
er interpretations  has  prompted  some  physicians 
to  suggest  deleting  this  information.  However,  a 
better  solution  might  be  improvement  of  the 
two-step  method.  Suggestions  for  possible 


changes  include:  (1)  perform  regular  quality 
assurance  to  assess  problems  related  to  tech- 
nique; e.g.,  artifact  or  improper  lead  placement 
with  appropriate  follow-up  and  in-service  train- 
ing for  technicians;  (2)  provide  clinical  informa- 
tion from  the  ordering  physician;  (3)  establish  a 
“call  back”  system  that  requires  the  over-read- 
ing physician  to  notify  the  ordering  physician  of 
any  change  in  inteipretation  indicating  a need 
for  urgent  clinical  evaluation;  (4)  periodically 
review  the  format  of  the  ECG  recordings, 
emphasizing  provision  of  previous  records;  and 
(5)  increase  the  qualifications  required  of  physi- 
cians reading  ECGs  of  patients  for  whom  they 
have  no  clinical  responsibility.''*  Requiring  satis- 
factory perfomiance  on  a recognized  competen- 
cy examination  would  not  be  unreasonable  for 
non-cardiologists. 

Hospitals  with  an  “open  staff  policy”  should 
consider  adding  a “third  step,”  one  similar  to 
the  method  used  in  the  present  study.  Computer 
interpretations  and  physician  over-readings 
would  be  followed  by  the  review  of  appropriate 
samples  of  records  by  a physician  with  exper- 
tise in  electrocardiography;  the  primary  objec- 
tive would  be  to  identify  individuals  with  an 
unacceptable  level  of  perfomiance. 

Competency  alone  will  not  necessarily  guar- 
antee that  a physician  will  render  accurate 
interpretations.  There  must  be  interest  and  will- 
ingness to  devote  the  necessary  time  to  review 
all  tracings  carefully.  The  argument  against 
competency  exams  is  in  large  part  based  on  this 
premise.  However,  without  an  appropriate  level 
of  competency,  no  amount  of  dedication  of 
time  or  effort  is  likely  to  provide  acceptable 
performance  of  ECG  interpretation.  An  “open 
staff  policy”  increases  the  difficulty  of  assuring 
consistency  and  accuracy. 

The  results  of  this  study,  with  recommenda- 
tions for  changes,  have  been  presented  to  the 
GMH  Department  of  Medicine  and  Olficers  of 
the  Medical  Staff.  The  response  was  mixed: 
acceptance  that  a problem  exists,  but  reluctance 
to  make  changes  that  might  restrict  privileges 
without  a follow-up  quality  assurance  study 
examining  individual  perfomtance.  As  a result, 
the  “third  step”  has  been  added  at  GMH  for 
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quality  assurance  of  ECO  interpretation. 

SUMMARY 

Electrocardiography  is  a readily  available  and 
relatively  inexpensive  diagnostic  aide  for  the 
evaluation  and  management  of  many  patients. 
The  addition  of  computer  analysis  now  pro- 
vides a recording  complete  with  an  interpreta- 
tion. Unfortunately,  these  inteipretations  are  not 
always  accurate,  and  physicians  should  be 
aware  that  tracings  interpreted  as  normal  may 
in  fact  mask  serious  clinical  abnormalities.  On 
the  other  hand,  an  ECG  with  a computer  diag- 
nosis of  clinical  importance  - e.g.,  major 
myocardial  infarction  - may  in  fact  be  nomial. 
This  study  was  undertaken  to  (1)  detennine  the 
rate  of  discrepancies  between  computer-inter- 
preted ECGs  and  over-readings  by  staff  physi- 
cians and  a reviewer  and  (2)  make  recommen- 
dations for  improving  the  quality  of  ECG  man- 
agement and  reporting  in  community  hospitals. 

Results  indicate  that  the  reviewer  detected  a 
higher  percentage  of  discrepancies  than  did 
staff  physicians.  In  54  of  the  619  ECGs  (8.7%), 
these  discrepancies  were  major  or  grave.  The 
over-reading  staff  physician  recognized  86  per- 
cent of  the  major,  but  only  25  percent  of  the 
grave  discrepancies.  These  findings  indicate  a 
need  for  confirmation  of  all  computer  inteipre- 
tations  by  physicians  not  only  competent  in 
electrocardiography,  but  also  committed  to  tak- 
ing extra  time  and  effort  to  render  accurate 
reports.  The  temptation  to  just  “sign  off’  on  a 
tracing  should  not  be  acceptable,  especially 
when  there  is  close  to  a one  in  10  chance  that  a 
significant  error  in  interpretation  will  be 
missed.  □ 
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APPENDIX  A 

Abbreviation 

Definition 

abn 

ASMI 

AV 

chg 

c\w 

IVCD 

LAD 

LBBB 

LVH 

NS  ST-T  abn. 

PAC 

LAE 

SR 

SAB 

SAT 

WMA 

WPW 

Abnonnality 

Anteroseptal  myocardial  infarction 

Atrioventricular 

Change 

Consistent  with 

Interventricular  conduction  delay 

Left  axis  deviation 

Left  bundle  branch  block 

Left  ventricular  hypertrophy 

Non-specific  ST-T  Wave  abnonnality 

Premature  atrial  contractions 

Left  atrial  abnormality  or  enlargement 

Sinus  rhythm 

Sinus  brachycardia 

Sinus  tachycardia 

Wall  motion  abnormality 

Wolf  Parkinson  White  Syndrome 
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DIGOXIN  DOSING:  AN  ALTERNATE  APPROACH* 


KELLY  W.  JONES,  PHARM.  D.** 
RICHARD  R.  HOWELL,  M.  D. 


Therapeutic  drug  monitoring  can  be  an  impor- 
tant pail  of  the  management  of  drugs  with  nar- 
row therapeutic  margins,  especially  those  with 
potentially  serious  side  effects.'  The  proper  tim- 
ing of  therapeutic  drug  monitoring  is  important 
in  order  to  correctly  assess  the  significance  of 
the  level.’  Unfortunately  the  timing  of  the  drug 
level  is  frequently  overlooked  by  the 
physician. 

Digoxin  is  a drug  that  may  require  therapeutic 
monitoring.  It  has  a narrow  therapeutic  margin, 
is  frequently  prescribed,  and  may  have  serious 
side  effects,  especially  in  the  elderly  and 
patients  with  impaired  renal  function.^  In  1991 
digoxin  was  the  fourth  most  frequently  pre- 
scribed dmg  nationally  and  the  most  frequently 
prescribed  cardiovascular  drug."' 

The  purpose  of  this  study  was  to  determine  if 
physicians  in  a family  medicine  residency  pro- 
gram checked  digoxin  levels  appropriately. 

METHODS 

The  study  was  conducted  over  a 17-month  peri- 
od in  a community-based  family  medicine  res- 
idency program  with  21  resident  and  four  full- 
time faculty  physicians.  At  the  time  the  digoxin 
level  was  obtained,  the  laboratory  technician 
recorded  the  following  infomiation:  physician, 
date,  time  the  patient  reported  taking  the  last 
dose,  and  time  the  level  was  obtained.  Only 
levels  with  complete  information  were  included 
in  the  study.  Drug  levels  were  determined  by 
radioimmunoassay.  The  therapeutic  serum  con- 
centration was  0.7  - 2.0  ng/ml.  The  timing  of 
the  drug  level  was  evaluated  as  appropriate  if  it 
was  performed  at  least  eight  hours  after  the  last 
dose  of  digoxin.  Only  the  authors  and  the  labo- 


*From the  McLeod  Family  Medicine  Residency  Pro- 
gram, Florence,  SC. 

**Address  correspondence  to  Dr.  Jones  at  McLeod 
Regional  Medical  Center,  555  East  Cheves  Street,  Flo- 
rence, SC  29506. 


ratory  technicians  were  aware  of  the  study. 

RESULTS 

There  were  105  levels  performed  during  the 
study  period,  45  of  these  had  complete  infor- 
mation. Sixty  levels  were  excluded:  nine  were 
due  to  the  patient’s  failure  to  remember  the  last 
dose,  51  were  due  to  the  technician’s  failure  to 
record  complete  information.  Thirty-three  of 
the  45  levels  were  performed  at  incorrect  times. 

DISCUSSION 

The  results  of  the  present  study  suggest  that 
these  family  physicians  were  unaware  of  the 
appropriate  time  to  perform  digoxin  levels. 
Several  other  authors'^"  have  noted  the  same 
results.  Proper  timing  of  digoxin  levels  is 
founded  on  an  understanding  of  the  pharma- 
cokinetics of  digoxin.  There  are  two  stages  of 
its  distribution.^  First  is  the  rapid  distribution  of 
digoxin  into  the  tissues.  Second  is  the  steady 
state  which  reaches  a plateau  at  about  eight 
hours  after  the  dose.  The  optimal  time  for  drug 
levels  is  after  the  steady  state  is  achieved.'  Lev- 
els drawn  during  the  distribution  phase  may  be 
falsely  elevated. 

Since  it  is  convenient  to  draw  blood  samples 
when  the  patient  visits  the  physician’s  office,  it 
seems  appropriate  to  dose  digoxin  in  the 
evening  instead  of  the  morning.  Dosing  in  the 
evening  permits  the  eight-hour  distribution 
phase,  and  levels  can  be  accurately  monitored 
any  time  the  next  day.  Others'"  '-  have  suggested 
evening  dosing  of  digoxin.  Alvisi'^  found  that 
evening  dosing  optimized  bioavailability  and 
increased  levels.  Dobbs'^  examined  the  optimal 
time  to  perform  digoxin  levels  with  regard  to 
the  half-life  of  the  drug.  Consideration  of  drug 
half-life  allows  for  patient  variability,  e.  g.,  a 
patient  with  renal  insufficiency.  These  results 
showed  that  patients  with  impaired  renal  func- 
tion had  drug  half-lives  ranging  from  15-100 


112 


The  Journal  of  the  South  Carolina  Medical  Association 


DIGOXIN  DOSING 


hours,  but  they  had  a common  point  of  inter- 
section at  1 1 hours  of  distribution.  Evening 
dosing  allowed  for  this  interval  and  pennitted 
accurate  digoxin  monitoring  the  next  day. 
Radja'"  showed  that  patients  actually  tolerated 
digoxin  better  when  dosed  in  the  evening. 

Digoxin  levels  are  not  usually  performed  in  a 
vacuum  removed  from  the  patient  and  must  be 
inteipreted  based  on  clinical  information  from 
the  patient.  The  physician  must  correlate  the 
digoxin  level  with  the  desired  clinical  effect  of 
the  drug.  Some  patients  may  have  subtherapeu- 
tic  drug  levels  but  have  the  desired  clinical 
effect  of  the  drug.  An  inappropriately  timed 
level,  however,  may  confuse  the  interpretation 
of  the  result  and  complicate  the  decision-mak- 
ing process. 

To  facilitate  the  proper  timing  and  inteipreta- 
tion  of  semm  levels,  digoxin  should  be  admin- 
istered in  the  evening  rather  than  the  morning. 
Matzuk^  found  that  26  percent  of  digoxin  levels 
were  performed  at  inappropriate  times.  After 
changing  the  dosing  time  from  9:00  AM  to 
5:00  PM,  only  six  percent  of  digoxin  levels 
were  performed  inappropriately.  Subsequent  to 
this  study  our  hospital  changed  all  dosing  of 
digoxin  from  the  morning  to  the  evening. 

CONCLUSION 

The  pharmacokinetics  of  digoxin  dictate  that 
the  optimal  time  for  a serum  level  is  after  the 
steady  state  is  achieved,  i.  e.,  eight  hours  after 
the  dose.  The  evening  administration  of  digox- 
in allows  for  the  eight  hour  distribution  phase 
and  permits  the  appropriate  monitoring  of 
digoxin  levels  anytime  the  following  day.  □ 
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fAokmLs 

The  following  editorial  on  domestic  violence  underscores  an  important  subject  in  South 
Carolina,  and  the  Board  of  Trustees  of  the  SCMA  has  recommended  that  we  take  special  note  that 
October  Is  domestic  violence  month.  We  hope  to  have  more  on  the  subject  at  a later  date. 

Guest  editorials  e.xpress  the  opinions  of  the  authors  and  do  not  necessarily  reflect  the  policy  of 
the  Editorial  Board  or  the  SCMA  Board  of  Trustees. 

— CSB 

DOMESTIC  VIOLENCE:  A PERINATAL  AND  PEDIATRIC 
RISK  FACTOR 


Looking  back,  it  barely  seems  possible  that 
when  the  events  in  Union,  SC  first  hit  the  head- 
lines, many  did  not  even  realize  that  the  culprit 
involved  in  the  disappearance  of  the  two  chil- 
dren was  no  one  else  but  their  own  mother.  For 
good  reason.  Our  knowledge  of  human  behav- 
ior was  largely  limited  to  the  fact  that  such 
heinous  crime  could  not  be  perpetrated  by  one 
of  the  parents.  Now  the  trauma  of  the  outcome 
is  indelibly  burnt  into  the  heart  and  psyches  of 
many  citizens  in  the  state,  the  nation,  if  not  the 
world;  many  individuals  felt  bilious,  nauseous 
after  learning  that  the  mother  allegedly  did 
indeed  murder  her  two  toddlers.  Furthennore, 
the  horrifying  accounts  written  about  the  tragic 
aftemiath  are  emetic  in  content  and  are  not  to 
be  recommended  for  prime-time,  breakfast 
reading! 

Although,  in  many  respects,  children  in  the 
United  States  have  never  been  physically 
healthier  than  they  are  today,  a significant  num- 
ber of  those  children  are  at  risk  of  abuse  and 
death.  Among  those  risk  factors  are  poverty, 
divorce,  single-parent  households,  school  fail- 
ure, teenage  pregnancy,  drug  and  alcohol 
abuse,  suicide,  injuries,  and  problems  related  to 
learning  and  behavior.  But  it  is  infanticide  or 
murdering  children  that  represents  the  darkest 
face  of  human  behavior.  Unfortunately,  the  rea- 
sons behind  such  monstrous  crime  are  poorly 
understood  and  rarely  prevented.  Certainly, 


crying  and  anger  without  rationally  discussing 
and  comprehending  the  causes  of  such  tragedy 
can  seldom  solve  the  problem.  To  begin  with,  a 
cursory  look  at  the  statistics  may  shed  a light 
on  the  magnitude  of  the  current  social  chal- 
lenges. With  the  number  of  divorces  in  1993 
exceeding  the  number  of  marriages,  single-par- 
ent families  are  becoming  the  norm.  At  the  pre- 
sent time,  one  in  four  children  is  illegitimate. 
Children  in  female-headed  households  have  a 
poverty  rate  of  55  percent,  five  times  the  rate  in 
two-parent  families. 

Violence  is  a major  cause  of  death  among 
adolescents  and  young  adults.  From  1985  to 
1991,  the  annual  crude  homicide  rate  for  the 
United  States  increased  25  percent  (from  8.4  to 
10.5  per  100,000  persons),  and  for  20-24-year- 
old  males,  the  rate  increased  76  percent  (from 
23.4  to  41.2).  Overall,  homicide  has  risen  over 
the  past  several  decades  to  become  the  second 
leading  cause  of  death  for  all  15  to  24  years 
olds.  The  United  States  has  one  of  the  highest 
homicide  rates  in  the  industrialized  world,  10 
times  higher  than  that  of  England  and  25  times 
higher  than  that  of  Spain.  Of  particular  concern 
to  the  perinatal  health  care  providers  is  the  dra- 
matic rise  in  the  number  of  physically  abused 
women  in  the  United  States.  Transcending  edu- 
cational, religious,  economic,  ethnic,  and  age 
barriers,  domestic  violence  is  emerging  as  a 
major  risk  to  women.  For  unknown  reasons. 
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pregnancy  is  considered  to  be  a time  of 
increased  risk  for  domestic  abuse,  with  more 
abdominal  blows  than  facial  blows  reported.  In 
addition  to  the  physical  and  psychological 
harm  to  pregnant  women,  domestic  violence 
may  cause  fetal  death,  preterm  labor,  and  deliv- 
ery. Moreover,  more  than  half  of  the  men  who 
abuse  their  female  paHners  also  abuse  or  threat- 
en their  children. 

There  are  no  magic  solutions,  but  admitting 
that  there  is  a problem  is  a step  in  the  direction 
of  finding  one.  In  addition,  the  magnitude  and 
characteristics  of  the  problem  cry  out  for  new. 


creative  approaches  providing  some  insight 
into  the  direction  that  needs  to  be  taken.  Perina- 
tal health  care  providers,  pediatricians  and 
other  physicians  cannot  ignore  this  important 
public  health  and  safety  issue  and  can  in  fact 
make  a contribution  to  its  resolution  through 
prevention,  treatment,  and  research. 

References  are  available  upon  request. 

Sami  B.  Elhassani,  M.  D. 

100  Willow  Lane 

Spartanburg,  SC  29307-1343 
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THE  ARMY  RESERVE  OFFERS  UNIQUE  AND 
REWARDING  EXPERIENCES. 


As  a medical  officer  in  the  Army  Reserve  you  will  be  offered  a 
variety  of  challenges  and  rewards.  You  will  also  have  a unique 
array  of  advantages  that  will  add  a new  dimension  to  your 
civilian  career,  such  as: 

• special  training  programs 

• advanced  casualty  care 

• advanced  trauma  life  support 

• flight  medicine 

• continuing  medical  education  programs  and  conferences 

• physician  networking 

• attractive  retirement  benefits 

• change  of  pace 

It  could  be  to  your  advantage  to  find  out  how  well  the  Army 
Reserve  will  treat  you  for  a small  amount  of  your  time.  An  Army 
Reserve  Medical  Counselor  can  tell  you  more,  call  collect : 

CALL  COLLECT 
(803)  741-1856 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE! 
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Letters  to  t(;e  E^litor 


To  the  Editor: 

I appreciated  receiving  the  article,  “Compre- 
hensive Care  of  the  Cleft  Lip  and  Palate 
Patient,”  by  Drs.  Davis  and  Giles  in  the  Octo- 
ber 1994  edition  of  The  Journal  of  the  South 
Carolina  Medical  Association.  I was  a little 
dismayed  that  they  did  not  choose  to  consider 
eye  disease  and  vision  problems  in  the  compre- 
hensive management  of  such  patients.  The 
Craniofacial  Anomalies  Clinic  in  Columbia  has 
had  Ophthalmology  participation  in  the  team 
evaluation  of  such  patients  since  1989.  In  a 
series  of  172  consecutive  patients  evaluated 
from  1989  to  1992,  44  percent,  or  75  of  172 
patients,  were  found  to  have  definitive  evi- 
dence of  eye  disease.  The  problems  encoun- 
tered ranged  from  very  simple  refractive  errors, 
which  were  unconected,  to  more  serious  prob- 
lems including  eyelid  abnormalities,  tearing 
problems,  misalignments  of  the  eyes  or  strabis- 
mus, amblyopia  and  cataracts. 

I hope  that  all  physicians  treating  children 
with  craniofacial  abnormalities  realize  that  eye 
and  vision  evaluation  is  an  essential  part  of 
evaluation  of  these  children  and  secondly  that 
such  early  treatment  may  have  a marked 
impact  on  the  educational  outcome  of  such 
children. 

Thank  you  again  for  your  attention  to  this 
subject,  which  is  near  and  dear  to  my  heart. 
Linda  M.  Christmann,  M.  D. 

9 Richland  Medical  Park,  Suite  340 
Columbia,  SC  29203 

Dr.  Christmann’s  letter  was  referred  to  the 
authors,  who  responded  as  follows; 

To  the  Editor: 

We  appreciate  Dr.  Christmann’s  informative 
letter  regarding  our  article,  “Comprehensive 
Care  of  the  Cleft  Lip  and  Palate  Patient,”  which 
was  published  in  the  October  issue  of  The 
Journal  of  the  South  Carolina  Medical  Associ- 
ation. We  did  not  intend  to  minimize  ophthal- 
mological  care  of  the  child  with  a facial  malfor- 


mation when  we  omitted  ophthalmology  in  our 
brief  review  article. 

The  American  Cleft  Palate  and  Craniofacial 
Association*  states  that  approximately  one-half 
of  the  infants  with  cleft  lip  or  palate  have  an 
associated  malformation  which  may  be  minor 
or  major.  In  the  Association’s  official  parame- 
ters for  the  longitudinal  evaluation  and  treat- 
ment of  pediatric  patients  with  cleft  lip/palate 
or  other  craniofacial  anomalies,  ophthalmolog- 
ic evaluation  is  not  mentioned  as  a standard. 
However,  a number  of  specialties  not  cited  in 
our  review  are  often  asked  to  participate  in  the 
care  of  these  patients.  These  include  anesthesi- 
ology, neurosurgery,  gastroenterology,  ophthal- 
mology, physical  anthropology,  neurology,  and 
radiology. 

We  appreciate  Dr.  Christmann’s  calling  to  our 
attention  her  unpublished  data  regarding  eye 
disease  in  children  with  cleft  lip  and  palate. 
Certainly  both  proper  vision  and  hearing  are 
necessary  to  maximize  the  developmental 
potential  of  a child. 

The  Craniofacial  Clinic  of  Columbia,  South 
Carolina,  is  fortunate  to  have  such  active  par- 
ticipation by  Dr.  Christmann.  This  type  of  mul- 
tidisciplinary commitment  to  children  with  spe- 
cial needs  provides  the  best  care  for  these 
patients. 

Paul  T.  Davis,  M.  D. 

William  C.  Giles,  M.  D. 

9 Richland  Medical  Park,  Suite  510 

Columbia,  SC  29203 

* Reference:  Parameters  for  the  Evaluation  and  Treatment 
of  Patients  with  Cleft  Lip-Palate  or  Other  Craniofacial 
Anomalies.  American  Cleft  Palate-Craniofacial  Associa- 
tion. Cleft  Palate-  Craniofacial  Journal,  1993;  30  (Supple- 
ment 1 ). 

To  the  Editor; 

In  reviewing  the  introduction  by  Drs. 
Hochman  and  Osguthorpe  of  the  recent  review 
issue  on  otolaryngology,  note  is  made  of  a 
commendable  mention  of  multidisciplinary 
(continued  on  page  121) 
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MARCH 


jiesday  March  28, 1995 

)lumbia,  SC,  Adam's  Mark  Hotel 

tildren's  Health  Care  Reform:  The  Challenge,  The  Need 

■ONSOR:  use  School  of  Medicine 

iSCRIPTION:  Focus  on  children's  health  issues  emphasi- 

;ing  access,  prevention  and  health  reform  activities. 

TE  OF  AUDIENCE:  Pediatricians  and  family  practi- 
ioners 

INTACT:  Susan  Pearson  (803)  434-4211  or  Betsy 
Volff,  (803)  343-5510 
CX3RAM  FEE:  $15  and  $25 
CULTY:  Various  regional  speakers 
4E  CREDITS:  2 Hours,  AMA  Category  1 

day-Sahirday  March  31-Aprfl  1, 1995 

lumbia,  SC,  Embassy  Suites  Hotel 
h Annual  Carolina  Cup  Pediatric  Symposium 
DNSOR:  use  School  of  Medicine 
SCRIPTION:  Annual  symposium  to  provide  attendees 
ith  recent  clinical  advances  in  care  of  pediatric  patients. 
PE  OF  AUDIENCE:  Pediatricians  and  family  practi- 
oners 

»NTACT:  Susan  Pearson  (803)  434-4211  or  Linda 
owe,  (803)  376-4030 
OGRAM  FEE:  $135 

CULTY:  Guest  Faculty  and  USCSM  faculty 
IE  CREDITS:  8 Hours,  AMA  Category  1 

APRIL 


inday-Friday  April  3-7, 1995 

lumbia,  SC,  Richland  Memorial  Hospital 
mary  Training  in  Hyperbaric  Medicine 
DNSOR:  use  School  of  Medicine 
SCRIPTION:  Comprehensive  introduction  to  the  role 
' hyperbaric  oxygen  therapy  in  modem  medical  practice. 
PE  OF  AUDIENCE:  Physicians,  nurses,  and  hyper- 
trie  technicians 

NT  ACT:  Dick  Clarke  (803)  434-7101 
DGRAM  FEE:  $650 
CULTY:  USCSM  faculty 

E CREDITS:  40  Hours,  AMA  Category  1 ; 40  Hours 


AAFP  Presribed  Hours;  40  Hours  American  College  of  Emer- 
gency Physicians 

Wednesday  April  5, 1995 

Columbia,  SC,  James  F.  Byrnes  Center  for  Geriatric 
Medicine,  Education  and  Research 
Research  ConferetKe 

SPONSOR:  use  School  of  Medicine,  Div.  of  Geriatrics 
DESCRIPTION:  Methodology  and  current  research  in 
geriatrics. 

TYPE  OF  AUDIENCE:  Multidisciplinary 
CONTACT:  JoAnn  Watts  (803)  734-0812 
FACULTY:  Carlton  A.  Homung,  PhD,  MPH 
CME  CREDITS:  1 Hour,  AMA  Category  1 

Wednesday  April  12, 1995 

Columbia,  SC,  James  F.  Byrnes  Center  for  Geriatric 
Medicine,  Education  and  Research 
Grand  Rounds 

SPONSOR:  use  School  of  Medicine,  Div.  of  GeriaUics 
DESCRIPTION:  Nutrition  in  the  elderly. 

TYPE  OF  AUDIENCE:  Multidisciplinary 
CONTACT:  JoAnn  Watts  (803)  734-0812 
FACULTY:  Cass  Ryan,  PhD,  RD 
CME  CREDITS:  1 Hour,  AMA  Category  1 

Thursday-Sunday  April  20-23, 1995 

Charleston,  SC,  Omni  Hotel 
The  147th  Annual  SCMA  Scientific  Assembly 
SPONSOR:  The  SCMA,  MUSC  and  the  SCAAFP 
CONTACT:  Debbie  Shealy  (803)  798-6207,  ext.  223 
CME  CREDITS:  14  Hours,  AMA  Category  1 and  14  AAFP 
Prescribed  Hours 

Thursday-Sunday  April  20-23, 1995 

Charleston,  SC,  Mills  House  Hotel 
Postgraduate  Course  in  Surgery 
SPONSOR:  MUSC 

DESCRIPTION:  This  course  will  provide  an  update  for 
practicing  surgeons  on  current  topics,  concepts,  issues  and 
problems  relative  to  the  broad  field  of  general  surgery. 

TYPE  OF  AUDIENCE:  Practicing  surgeons 
CONTACT:  Anne  Tokarezyk  (803)  792-9393 
PROGRAM  FEE:  $450  before  March  20;  $525  after 


March  20 

FACULTY;  Guest  faculty  and  MUSC  faculty 
CME  CREDITS:  21.25  Hours,  AMA  Category  1 

Wednesday  April  26, 1995 

Columbia,  SC,  James  F.  Byrnes  Center  for  Geriatric 
Medicine,  Education  and  Research 
Journal  Club 

SPONSOR;  use  School  of  Medicine,  Div.  of  Geriatrics 
DESCRIPTION:  Discussion  of  multidisciplinary  topics 
with  geriatric  emphasis 
TYPE  OF  AUDIENCE:  Multidisciplinary 
CONTACT:  JoAnn  Watts  (803)  734-0812 
FACULTY:  Victor  A.  Hinh,  MD 
CME  CREDITS:  1 Hour,  AMA  Category  1 

Wednesday-Sunday  April  26-29, 1995 

Hilton  Head  Island,  SC,  Sea  Pines  Resort 
Pediatrics  Update 

SPONSOR:  SC  Academy  of  Family  Physicians 
CONTACT:  George  M.  Converse,  MD  (205)  783-5276 
CME  CREDITS:  14.25  AAFP  Prescribed  Hours 

Thursday  April  27, 1995 

Columbia,  SC,  Hall  Psychiatric  Institute 
Psychotropic  Drugs  in  the  Special  Need  Population 
SPONSOR:  use  School  of  Medicine 
DESCRIPTION;  The  use  of  psychotropic  drugs  in 
the  treatment  of  emotional  and  behavioral  disorders. 

TYPE  OF  AUDIENCE:  Physicians,  psychologists,  social 
workers  and  nurses 

CONTACT:  Susan  Pearson  (803)  434-4211 

FACULTY:  Guest  faculty 

CME  CREDITS:  5 Hours,  AMA  Category  I 

Thursday-Friday  April  27-28, 1995 

Charleston,  SC,  MUSC 
Advanced  ERCP 
SPONSOR:  MUSC 

DESCRIPTION:  Will  expose  participants  to  new  tech- 
niques in  ERCP,  leading  to  a better  understanding  of  the  indi- 
cations, benefits  and  risks. 

TYPE  OF  AUDIENCE:  Practicing  gastroenterologists/ 
surgeons  already  performing  advanced  techniques. 
CONTACT:  Rita  Oden  (803)  792-4165 
PROGRAM  FEE:  $950 
FACULTY;  Guest  faculty  and  MUSC  faculty 
CME  CREDITS:  14.5  Hours,  AMA  Category  1 

Friday-Saturday  April  28-29, 1995 

Columbia,  SC,  Williams  Brice  Stadium 
Primary  Care  Issues  in  Sports  Medicine 
SPONSOR:  use  School  of  Medicine 


DESCRIPTION:  Update  primary  care  physicians  on  cur- 
rent issues  in  sports  medicine. 

TYPE  OF  AUDIENCE;  Family  practitioners,  internists, 
pediatricians,  emergency  medicine  and  athletic  trainers 
CONTACT;  Susan  Pearson,  (803)  434-421 1 
PROGRAM  FEE;  Physicians  $200;  Athletic  Trainers,  P.7 
FACULTY;  Guest  faculty  and  USCSM  faculty 
CME  CREDITS:  9 Hours,  AMA  Category  1 ; 9 AAFP  Pre 
scribed  Hours;  9 CEU  Board  of  Certified  National  Athle 
Trainer's  Association 

MAY 


Wednesday  May  3, 1995 

Columbia,  SC,  James  F.  Byrnes  Center  for  Geriatric 
Medicine,  Education  and  Research 
Research  Conference 

SPONSOR:  use  School  of  Medicine,  Div.  of  Geriatrics 
DESCRIPTION:  Methodology  and  current  research  in 
geriatrics. 

TYPE  OF  AUDIENCE:  Multidisciplinary 
CONTACT:  JoAnn  Watts  (803)  734-0812 
FACULTY:  Carlton  A.  Homung,  PhD,  MPH 
CME  CREDITS:  1 Hour,  AMA  Category  1 

Wednesday  May  10, 1995 

Columbia,  SC,  James  F.  Byrnes  Center  for  Geriatric 
Medicine,  Education  and  Research 
Grand  Rounds 

SPONSOR:  use  School  of  Medicine,  Div.  of  Geriatrics 
DESCRIPTION:  Pain  management. 

TYPE  OF  AUDIENCE:  Multidisciplinary 
CONTACT:  JoAnn  Watts  (803)  734-0812 
FACULTY:  Dixie  Hines,  MD,  RMH 
CME  CREDITS:  1 Hour,  AMA  Category  1 

Wednesday  May  24, 1995 

Columbia,  SC,  James  F.  Byrnes  Center  for  Geriatric 
Medicine,  Education  and  Research 
Journal  Club 

SPONSOR;  use  School  of  Medicine,  Div.  of  Geriatrics 
DESCRIPTION:  Cancer  in  the  elderly. 

TYPE  OF  AUDIENCE:  Multidisciplinary 
CONTACT:  JoAnn  Watts  (803)  734-0812 
FACULTY:  N.  David  List,  MD 
CME  CREDITS:  1 Hour,  AMA  Category  1 

Friday-Sunday  May  26-28, 1995 

Hilton  Head  Island,  SC,  Hyatt  Regency 
Pediatrics  Advances 

SPONSOR:  SC  Academy  of  Family  Physicians 
CONTACT:  Ann  Vileikis  (708)  228-5005,  ext.  7657 
CME  CREDITS:  15  AAFP  Prescribed  Hours 


Friday-Monday  May  26-29, 1995 

Charleston,  SC,  Hawthorn  Suites  Hotel 
Spoleto  Symposium  - Advanced  Vocal  Arts  Medicine 
SPONSOR:  MUSC 

, DESCRIPTION:  This  advanced  course  is  designed  for 
I the  otolaryngologists,  speech  pathologists  and  vocal  profes- 
sionals who  wish  to  further  their  understanding  of  vocal 
■ mechanisms  and  voice  disorders. 

ITYPE  of  AUDIENCE:  Practicing  otolaryngologists 
•CONTACT:  Lucinda  Halstead,  MD  (803)  792-7 162 
IPROGRAM  FEE:  $400 
FACULTY:  Guest  faculty  and  MUSC  faculty 
CME  CREDITS:  19  Hours,  AMA  Category  1 

Wednesday-Saturday  May  31-June  3, 1995 

Charleston,  SC,  Omni  Hotel 
Cardiology  Update  for  the  Primary  Care  Physician 
SPONSOR:  American  College  of  Cardiology 
DESCRIPTION:  The  intent  of  this  program  is  to  bring  the 
most  recent  advances  in  cardiovascular  disease  to  the  primary 
care  physician. 

TYPE  OF  AUDIENCE:  Primary  care  physicians 
rONTACT:  Odessa  Ussery,  (803)  792-4071 
’ROGRAM  FEE:  $410  for  ACC  members;  $495  for  non-mem- 
>ers 

'ACULTY:  Guest  faculty  and  MUSC  faculty 
'ME  CREDITS:  18.5  Hours,  AMA  Category  1 and  18.5 
AAFP  Prescribed  Hours 

JUNE 


'hursday-Saturday  June  1-3, 1995 

Charleston,  SC,  Hawthorn  Hotel 
'amily  Medicine  Update:  New  Drug  Update 
PONSOR:  Department  of  Family  Medicine  - MUSC 
)ESCRIPTION:  This  course  is  designed  to  update  pri- 
mary care  physicians  on  new  drugs. 

‘YPE  OF  AUDIENCE:  Primary  care  physicians 
CONTACT:  Geri  LaVia,  (803)  792-2426 
ROGRAM  FEE:  TEA 
ACULTY:  Guest  faculty  and  MUSC  faculty 
CME  CREDITS:  20  AAFP  Prescribed  Hours 

hursday-Sunday  June  1-4, 1995 

Charleston,  SC,  Mills  House  Hotel 
995  Cataract  and  Refractive  Surgery  Update 
PONSOR:  Department  of  Ophthalmology  - MUSC 
ESCRIPTION:  This  course  is  a comprehensive  identifying 
advanced  technical  and  current  concepts  related  to  cataracts 
and  refractive  surgery.  Roundtable  sessions,  interactive  group 
discussions  and  wet  labs  will  be  included  in  the  course  design. 
YPE  OF  AUDIENCE:  Practicing  ophthalmologists 
ONTACT:  Maddie  Manuel,  (803)  792-2760 
ROGRAM  FEE:  $300  pre-registration;  $350  on-site 
registration 

ACULTY:  Guest  faculty  and  MUSC  faculty 
ME  CREDITS:  16  Hours,  AMA  Category  1 

riday -Sunday  June  2-4, 1995 

harleston,  SC,  Psychiatric  Institute  Auditorium,  MUSC 


8th  Annual  Update  in  Psychiatry 
SPONSOR:  Department  of  Psychiatry  - MUSC 
DESCRIPTION:  This  course  is  designed  to  educate 
psychiatrists  and  neurologists  in  the  latest  advances  in  their 
fields. 

TYPE  OF  AUDIENCE:  Practicing  psychiatrists  and  neurolo- 
gists 

CONTACT:  Pam  McKinney,  (803)  852-4211 
PROGRAM  FEE:  TEA 
FACULTY:  Guest  faculty  and  MUSC  faculty 
CME  CREDITS:  TEA 

Monday-Friday  June  5-9, 1995 

Columbia,  SC,  Richland  Memorial  Hospital 
Primary  Training  in  Hyperbaric  Medicine 
SPONSOR:  use  School  of  Medicine 
DESCRIPTION:  Comprehensive  introduction  to  the  role 
of  hyperbaric  oxygen  therapy  in  modem  medical  practice. 
TYPE  OF  AUDIENCE:  Physicians,  nurses,  and  hyper- 
baric technicians 

CONTACT:  Dick  Clarke  (803)  434-7101 
PROGRAM  FEE:  $650 
FACULTY:  USCSM  faculty 

CME  CREDITS:  40  Hours,  AMA  Category  1 ; 40  AAFP 
Prescribed  Hours;  40  Hours  American  College  of  Emergency 
Physicians 

Wednesday  June  6, 1995 

Columbia,  SC,  James  F.  Byrnes  Center  for  Geriatric 
Medicine,  Education  and  Research 
Research  Conference 

SPONSOR:  use  School  of  Medicine,  Div.  of  Geriatrics 
DESCRIPTION:  Methodology  and  current  research  in 
geriatrics. 

TYPE  OF  AUDIENCE:  Multidisciplinary 
CONTACT:  JoAnn  Watts  (803)  734-0812 
FACULTY:  Carlton  A.  Homung,  PhD,  MPH 
CME  CREDITS:  1 Hour,  AMA  Category  1 

Wednesday-Saturday  June  6-10, 1995 

Hilton  Head  Island,  SC,  Westin  Resort 

4th  Annual  Advanced  Coronary  Interventions 

SPONSOR:  UNC  School  of  Medicine 

CONTACT:  Mary  A.  Cox  (800)  874-2417  or  (704)  355-3120 

PROGRAM  FEE:  $650 

CME  CREDITS:  18  Hours,  AMA  Category  1 

Wednesday-Friday  June  7-9, 1995 

Charleston,  SC,  Omni  Hotel 
Reconstruction  of  the  Arthritic  Hip  and  Knee 
SPONSOR:  Department  of  Orthopaedic  Surgery  - MUSC 
DESCRIPTION:  This  course  is  designed  to  update  the 
practicing  orthopaedic  surgeon  on  the  clinical,  economic  and 
ethical  issues  affecting  reconstruction  of  the  arthritic  hip  and 
knee. 

TYPE  OF  AUDIENCE:  Practicing  orthopaedic  surgeons 
CONTACT:  Odessa  Ussery,  (803)  792-407 1 
PROGRAM  FEE:  $395  before  April  28;  $495  after  April  28 
FACULTY;  Guest  faculty  and  MUSC  faculty 
CME  CREDITS:  16  Hours,  AMA  Category  1 


Wednesday  June  14, 1995 

Columbia,  SC,  James  F.  Byrnes  Center  for  Geriatric 
Medicine,  Education  and  Research 
Grand  Rounds 

SPONSOR:  use  Sch(X)l  of  Medicine,  Div.  of  Geriatrics 
DESCRIPTION:  Depression  in  the  elderly. 

TYPE  OF  AUDIENCE:  Multidisciplinary 
CONTACT:  JoAnn  Watts  (803)  734-0812 
FACULTY:  Lynn  Hackett,  MD 
CME  CREDITS:  1 Hour,  AMA  Category  1 
CME  CREDITS:  41.25  A AFP  Prescribed  Hours 

Monday-Saturday  June  12-17  1995 

Isle  of  Palms,  SC,  Wild  Dunes  Resort 
Intensive  Review  of  Family  Medicine 
SPONSOR:  Department  of  Family  Medicine  - MUSC 
DESCRIPTION:  This  course  is  designed  to  review  prob- 
lems in  family  medicine  and  practical  approaches  to  preven- 
tion, education  and  treatment. 

TYPE  OF  AUDIENCE:  Primary  care  physicians 
CONTACT:  Geri  LaVia,  (803)  792-2426 
PROGRAM  FEE:  $475 

FACULTY:  Guest  faculty  and  MUSC  faculty 

Wednesday-Saturday  June  14-17, 1995 

Hilton  Head  Island,  SC,  Sea  Pines  Resort 
Adult  Infectious  Disease  Seminar 
SPONSOR:  SC  Academy  of  Family  Physicians 
CONTACT:  George  M.  Converse,  MD  (205)  783-5276 
CME  CREDITS:  17.25  AAFP  Prescribed  Hours 

Wednesday-Monday  June  14-19, 1995 

Kiawah  Island,  SC,  Kiawah  Island  Resort 
Radiology  2000 

SPONSOR:  Department  of  Radiology-  MUSC 
DESCRIPTION:  This  course  is  designed  to  update  the  jjrac- 
ticing  radiologist  on  current  topics,  concepts  and  issues  rela- 
tive to  the  broad  field  of  Diagnostic  Radiology. 

TYPE  OF  AUDIENCE:  Practicing  radiologists 
CONTACT:  Clydie  De  Brux,  (803)  792-4267 
PROGRAM  FEE:  TBA 
FACULTY:  Guest  faculty  and  MUSC  faculty 
CME  CREDITS:  16  Hours,  AMA  Category  1 


Sunday-Friday  June  18-23, 1995 

Hilton  Head  Island,  SC,  Hilton  Head  Resort 
Pediatric  Emergency  Medicine 
SPONSOR:  SC  Academy  of  Family  Physicians 
CONTACT:  Olga  Korytko,  MD  (215)  590-4519 
CME  CREDITS:  26.75  AAFP  Prescribed  Hours 

Wednesday-Saturday  June  21-24, 1995 

Hilton  Head  Island,  SC,  Sea  Pines  Resort 
Pediatric  Infectious  Disease  Seminar 
SPONSOR:  SC  Academy  of  Family  Physicians 
CONTACT:  George  M.  Converse,  MD  (205)  783-5276 
CME  CREDITS:  17.25  AAFP  Prescribed  Hours 

Friday-Saturday  June  23-24, 1995 

Greenwood,  SC 

Annual  Festival  of  Flowers  Medical  Symposium 
SPONSOR:  Self  Memorial  Hospital 
DESCRIPTION:  Update  in  medical  topics  of  interest  to  gen- 
eralist physicians. 

TYPE  OF  AUDIENCE:  Primary  care  physicians 
CONTACT:  Stoney  Abercrombie,  MD  (803)  227-4869 
PROGRAM  FEE:  $25 

FACULTY:  Various  national  and  regional  speakers 
CME  CREDITS:  9 Hours,  AMA  Category  1 and  9 AAFP  Pre 
scribed  Hours 

T uesday-Saturday  June  27-July  1, 1995 

Hilton  Head  Island,  SC,  Sea  Pines  Resort 

Family  Practice  Seminar 

SPONSOR:  SC  Academy  of  Family  Physicians 

CONTACT:  George  M.  Converse,  MD  (205)  783-5276 

CME  CREDITS:  17.25  AAFP  Prescribed  Hours 

Wednesday  June  28, 1995 

Columbia,  SC,  James  F.  Byrnes  Center  for  Geriatric 
Medicine,  Education  and  Research 
Journal  Club 

SPONSOR:  use  School  of  Medicine,  Div.  of  Geriatrics 
DESCRIPTION:  Discussion  of  multidisciplinary  topics  with 
geriatric  emphasis. 

TYPE  OF  AUDIENCE:  Multidisciplinary 
CONTACT:  JoAnn  Watts  (803)  734-0812 
FACULTY:  Lisa  Wilson,  MD 
CME  CREDITS:  1 Hour,  AMA  Category  1 


approaches  to  difficult  clinical  problems  and 
collaboration  in  the  management  of  problems 
such  as  cleft  lip  and  palate. 

The  discussion  of  physicians  involved  in  the 
care  of  the  patients  has  a glaring  deficiency  - 
the  Plastic  and  Reconstructive  Surgeon. 

Sutton  L.  Graham  II,  M.  D. 

135  Commonwealth  Drive,  Suite  360 
Greenville,  SC  29615 

Dr.  Graham’s  letter  was  referred  to  the  guest 
editors,  who  responded  as  follows: 

To  the  Editor: 

The  Introduction  section  of  the  recent  Jour- 
nal issue  on  “Update  on  Otolaryngology  Head 
and  Neck  Surgery”  presented,  per  routine, 
“thumbnail”  sketches  of  the  articles.  The  multi- 
disciplinary approach  outlined  by  Drs.  Davis 
and  Giles  refers  to  their  very  active  cleft 
lip/palate  teams  which  include  a “speech 


pathologist,  dental  specialist,  cleft  surgeon, 
social  worker,  psychologist  and  geneticist.” 
Both  Dr.  Davis  and  Dr.  Giles  are  otolaryngolo- 
gists who  subspecialize  in  facial  plastic  and 
reconstructive  surgery,  and  they  handle  the  cleft 
repair,  secondary  ear  disease  and  potential  air- 
way compromise  in  their  patients.  In  other 
teams  within  South  Carolina,  general  plastic 
and  reconstructive  surgeons  handle  the  cleft 
lip/palate  repairs,  and  general  or  pediatric  oto- 
laryngologists the  secondary  ear  and  potential 
airway  problems.  Whatever,  the  article  by  Giles 
and  Davis  appropriately  reflects  the  experience 
of  their  teams. 

J.  David  Osguthoipe,  M.  D. 
Department  of  Otolaryngology  and 
Communicative  Sciences 
Medical  University  of  South  Carolina 
171  Ashley  Avenue 
Charleston,  SC  29425-2242 


PHYSICIAN  RECOGNITION  AWARDS 

The  following  SCMA  physicians  are  recent  recipients  of  the  AMA’s  Physician  Recognition 
Award.  This  award  is  official  documentation  of  Continuing  Medical  Education  hours  earned. 

Luke  D.  Baxley,  M.  D. 

U.  Hoyt  Bodie,  M.  D. 

Mary  J.  Cagle,  M.  D. 

Jose  De  Jesus  Chavez,  M.  D. 

Dawn  H.  Clancy,  M.  D. 

John  R.  Cook,  M.  D. 

Harvey  E.  Hatcher,  M.  D. 

Michael  M.  Hawkins,  M.  D. 

Stephen  R.  Intemann,  M.  D. 

Tahir  A.  Javed,  M.  D. 

E.  Neal  Powell,  M.  D. 

J.  Smythe  Rich,  M.  D. 

Hudson  C.  Rogers,  M.  D. 

Peter  A.  Tucci,  M.  D. 

William  T.  Weathers,  M.  D. 


March  1995 


121 


Oh  wc  Cozier. 


CHARLES  RAYSOR  MAY,  M.  I).,  1872-1947 
PRP:S1DENT,SCMA:  1930 


Charles  Raysor  May  was  born  in  Yorkville, 
SC,  June  30,  1872.  He  attended  the  Medical 
College  of  Virginia  and  was  a 1897  graduate  of 
the  Medical  College  of  the  State  of  South  Car- 
olina. As  such,  he  became  one  link  in  an 
impressive  family  medical  history  chain.  His 
father,  John  May,  was  a 1843  graduate  of  the 
MCSSC,  and  his  two  sons,  Charlie  and  John, 
graduated  in  1942  and  1947  respectively.  Dr. 
May’s  daughter,  Louise  May  Foster,  is  a regis- 
tered nurse;  a grandson,  a 1962  MUSC  gradu- 
ate; granddaughter,  a speech  pathologist;  and 
great  grandchildren  are  a dentist,  a nurse,  and  a 
medical  student. 

After  graduating  from  medical  college,  Dr. 
May  practiced  in  Blenheim,  SC  until  1904 
when  he  settled  permanently  in  Bennettsville 
where  he  continued  in  general  practice  until  his 
death  in  1947. 

While  in  Blenheim,  concerned  that  the  drink- 
ing water  from  the  shallow  wells  might  be  a 
source  of  disease-causing  bacteria.  Dr.  May 
encouraged  his  patients  to  drink  the  Blenheim 
mineral  springs  water  which  he  had  found  to  be 
pure.  To  make  the  taste  more  appealing,  he 
added  ginger  and  sugar  and  soon  began  bot- 


tling the  mix.  Thus  was  born  Blenheim  Ginger 
Ale.  It  is  said  that  the  current  owners  still  use 
Dr.  May’s  recipe. 

Dr.  May  did  postgraduate  work  in  surgery  in 
New  York  and  special  attention  was  given  to 
this  specialty  in  his  practice.  He  was  active  in 
many  medical  and  civic  organizations,  among 
them:  Marlboro  County  Medical  Society,  Pee 
Dee  Medical  Association,  TriState,  Southern, 
and  American  Medical  Associations.  He  was  a 
member  of  the  Masons,  the  Knights  Templar, 
and  the  Shriners,  and  was  a Deacon  of  the  First 
Presbyterian  Church  of  Bennettsville. 

At  his  death  on  January  21,  1947,  a resolution 
of  the  Marlboro  County  Medical  Society  said: 

In  every  sense  of  the  word  Dr.  May,  Sr.  was 
a tally  noble  Christian  gentleman....  He  lived 
his  life  to  the  fullest  and  even  on  the  day  of 
his  death  he  conducted  his  usual  active  prac- 
tice until  the  call  came. 

Betty  Newsom 

The  Waring  Historical  Library 
ACKNOWLEDGMENT 

Our  special  thanks  to  Dr.  John  May,  Bennettsville,  who 
furnished  much  of  the  above  information  on  his  father. 
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CONVENTION  ‘95 
“A  Taste  of  Charlestons^ 


The  South  Carolina  Medical  Association  Alliance  will  come  together  in  historic 
Charleston,  South  Carolina,  April  19-20,  1995,  for  “Convention  ‘95:  A Taste  of 
Charleston.”  The  meeting  will  convene  at  the  Omni  Hotel  at  Charleston  Place. 

The  Executive  Board  and  House  of  Delegates  will  meet  on  Thursday,  April  20, 
1995.  During  the  brunch  on  Thursday,  county  presidents  and  past  state  presidents  will 
be  honored.  At  this  time  a basket  of  items  from  across  the  state  will  be  auctioned. 
The  proceeds  will  go  to  AMA-ERF.  Diane  Chow,  AMAA  Field  Director,  will 
address  us  at  the  brunch. 

During  the  registration  on  Wednesday  and  Thursday,  baskets  prepared  by  the  coun- 
ty alliance/auxiliaries  will  be  available  for  purchase.  The  proceeds  will  also  go  to 
AMA-ERF. 

A pair  of  Victorian  Christmas  stockings  will  be  taken  home  by  a lucky  draw  of 
tickets.  These  have  been  on  display  throughout  the  state  this  year. 

We  look  forward  to  seeing  everyone  in  Charleston  for  the  SCMAA  Convention. 

Greenwood  County  Convention  Committee 
Margaret  Funke,  Chairman 
Laura  VanDerwerker,  Co-Chairman 
Martha  Beaudrot,  Co-Chairman 
Laurie  Cone,  Co-Chairman 
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classifieds 


()ranc;khur(;  and  calhoun  coun- 
ties h ave  practice  opportunities  for  graduat- 
ing residents/fellows  and  experienced  practi- 
tioners in  the  following  specialties:  Emergency 
Medicine,  Family  Practice,  Orthopedic  Sports 
Medicine  and  Urology.  Practice  incentives  and 
relocation  assistance  are  available.  Contact  Dr. 
Chennol,  The  Regional  Medical  Center,  at 
(800)  866-6045. 

A lab  in  your  office  is  a proven  benefit  to 

your  patients,  your  practice,  and  your  indepen- 
dence. But  what  about  the  time-consuming 
aggravations  of  government  regulations,  sup- 
plier relationships,  personnel  training  and  man- 
agement, quality  control,  record  keeping,  and 
thousands  of  other  details?  Lab  Partners’ 
turnkey  solution  does  it  all  for  you  at  a lower 
cost  than  you  can  do  it  for  yourself!  We  are  a 
new  kind  of  service  organization  that  works  for 
the  physician  to  provide  on-site  diagnostic  test- 
ing. Call  Dib  Partners,  Inc.  collect,  (704)  542- 
1488,  or  fax  (704)  542-2151,  to  see  one  of  our 
labs  in  action. 

OCCUPATIONAL  MED  OR  FAMILY 
PRACTITIONERS:  The  USPS  is  looking  for 
contract  physicians  in  various  areas  of  SC  to 
provide  medical  management,  including  pre- 
placement physicals,  assessment  of  work-relat- 
ed injuries/illnesses,  MRO  services,  fitness-for- 
duty  exams,  and  consultation  with  employee's 
physicians.  The  contract  physician  will  work 
closely  with  USPS  management  in  resolving 
hiring,  fitness-for-duty,  injury  compensation, 
labor  relations,  and  medical  interpretation  prob- 
lems. Timely,  detailed  reports  which  include 
medical  rationale  are  a must.  Respond  with 
vitae  to:  USPS/Columbia  District;  Manager, 
Human  Resources;  MDCP,  PO  Box  929994; 
Columbia,  SC  29292-9994. 


FOR  SALE:  Transworld  Dedicated  Vertical 
Radiographic  Imaging  System  consisting  of: 
1977  Transworld  325V- 125  kVp,  300  mA  Con- 
trol and  Generator;  1977  Transworld  Vertical 
Tube  Stand  (Fixed  Mount);  1988  Dynamax 
42R  X-Ray  Tube;  1977  Duocon  M-150  Colli- 
mator; 1989  S&S  X-Ray  425  Vertical  Cassette 
Stand  (No  Bucky)  with  103  line,  10:1,  60"-72" 
Grid;  AFP  14XL  Automatic  Film  Processor; 
Full  Lead  Apron;  One-half  Lead  Apron;  Pair 
Lead  Gloves;  Dark  Room  Light;  Apron  Hang- 
er. Removed  from  service  December,  1994. 
Contact  Eddie  Benton  at  (803)  254-5038,  or 
Mike  Bender  at  ( 803 ) 254-3999. 

VICE  PRESIDENT  OF  MEDICAL 
AFFAIRS:  CONWAY,  SC.  Immediate  open- 
ing for  a part-time  Viee  President,  Medical 
Affairs,  at  Conway  Hospital,  Inc.  The  VPMA 
will  assist  with  the  coordination  of  the  various 
physician-related  Quality  Assurance,  Utiliza- 
tion Review,  Risk  Management  activities  of  the 
hospital.  The  position  also  functions  as  a liai- 
son between  the  hospital  and  medical  staff. 
Candidate  must  be  a graduate  of  an  accredited 
sehool  of  medicine  and  Board  Certified  or  eli- 
gible. A minimum  of  10  years  experience  in 
the  clinical  practice  of  medicine  and  prior 
exposure  to  QA,  RM  and  UR  activities  an 
absolute  must.  Must  demonstrate,  initiate  and 
be  able  to  work  independently.  Contact  Philip 
A.  Clayton,  President,  Conway  Hospital,  PO 
Box  820,  Conway,  SC  29526.  (803)347-8114. 
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, Thornton  & Thome  give  the  medical  community  something  to  think  about  this  month. 


Disability  Insurance 


Although  there  have  been  recent  changes,  The  SCMA  Disability  Insurance  Program 
still  offers  you  the  best  value  available  in  disability  insurance. 

The  SCMA  program  offers: 

• 25%  premium  discount  to  SCMA  members 

• policy  issued  by  Connecticut  Mutual 

• non-cancelable  policy  which  you  own  and  control 

• no  changes  in  the  policy  can  be  made  prior  to  age  65 

• premium  is  guaranteed  not  to  change  prior  to  your  age  65 

• highest  quality  definitions 

• same  rates  for  males  and  females 

Information  current  as  of  March  1,  1995 


We  don’t  know  how  long  we  will  be  able  to  offer  this  fine  product  but  today  we  have  the 

best  value  in  disability  insurance  for  any  SCMA  member. 

Compare  the  contractual  provisions  and  premiums  to  any  competing  product  and  you’ll 
agree.  By  acting  now,  you  can  lock  in  today’s  premium  and  benefits  before  they 
change. 

Return  the  enclosed  response  card  to  receive  information. 


MAIL  RESPONSE  TO;  Carolina  Physicians  Advisory  Service 

Post  Office  Box  688 
Columbia,  SC  29202-0688 


Name  Specialty 


Address  City  Zip 

Have  you  used  tobacco  in  the  past  12  months?  YES NO 

DOB SEX MONTHLY  BENEFIT  DESIRED  $ 


Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax  advice.  Only 
your  attorney  and  accountant  are  qualified  to  do  so 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Carolina  Medical  Community. 
P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1 -800-742-3669 


Dewees  island 


An  Oceanjront  Retreat 
to  Call  Your  Oxm,,. 
Minutes  from  Historic 
Charleston  and  the 
International  Airport 


Located  only  a ninc-miniite  ferry  ride  north  of  tlie 
Isle  of  Palms  lies  one  of  the  South's  last  barrier 
islands  available  for  development  and  the  Charleston 
area's  onh  private  island. 

I nlike  other  islands,  there  are  no  restaurants, 
lounges,  or  golf  courses  for  outsiders  to  visit,  while 
invading  the  privacy  of  homeowners.  Fhe  only  visitors 
on  Dewees  are  guests  of  property  owners. 

This  boat-access  island  is  unique  in  other  ways... 
a clean,  wide  beach  stretches  for  over  2'/i  miles, 
development  plans  earefulh  protect  the  island's 


natural  environment,  transportation  is  restricted  to 
electric  vehicles,  and  a property  owner’s  ferr\  runs  on 
schedule.  In  addition,  environmental  covenants  limit  the 
number  of  homes  to  only  ISO. 

The  location  of  the  island  is  extraordinar\ . . its 
pristine  surroundings  are 
perfect  for  fresh  & saltwater 
fishing,  crabbing,  shrimp- 
ing, and  oystering,  yet  it's 
just  minutes  to  downtown 
Cdiarleston  and  the  Interna- 
tional Aiqiort. 

(a)me  explore  Dewees, 
truly  a private  island  to  call 
\’our  own.  Prices  start  at 
$16S,()()0,  with  two-acre 
oceanfront  lots  starting  at 
$31S,()()(). 

c:aU  1-8()0-444-73S2  or 
(803)  88(v8'’83. 


Pat  Ross,  Brokei-lii-Cbarge. 

Dewees  Iskiinl  Real  listiite,  Inc. 

Obtain  the  property  report  required  by  federal  law  and  read  it  before  signing  anything.  No  federal 
agency  has  judged  the  merits  or  value,  ii  any.  of  this  property.  This  advertisement  shall  not  be  deemed 
an  offer  to  any  resident  of  any  state  where  prior  registration  Is  required.  Void  where  prohibited. 
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We  couldn’t  be  happier  with  CompuSystems’  Medicai  Insurand 
Processing  and  Billing  system 


Stanmore  E.  Reed,  M.D.,  OB/GYN  Assoeiates,  Columbia, 


Features  that  can’t  be  beat 

“When  we  first  began  automating  our 
practice,  we  hired  a consultant  to  help  us 
evaluate  different  computer  systems. 
After  all  the  results  were  in, 
CompuSystems'  Medical  Insurance 
Processing  and  Billing  System  won 
hands  down.  The  system’s  features, 
combined  with  the  company’s  support, 
made  an  unbeatable  package.  That  was 
in  1986,  and  we  couldn’t  be  happier  with 
the  decision  we  made.” 

Managing  business  office  complexity 

“We  have  four  physicians  rotating 
between  two  offices,  so  billing  and 
insurance  filing  in  our  practice  can  be 
pretty  demanding.  CompuSystems 
makes  it  all  manageable.  The  system 
gives  us  the  infonnation  we  need  on  our 
bills  and  receivables,  and  being  able  to 


file  claims  electronically  is  a big  benefit. 
And  frankly,  we  couldn’t  function 
without  the  optional  Appointment 
Scheduler  module.  The  Scheduler 
makes  coordinating  multiple  doctors  and 
locations  much  easier  than  it  would  be 
manually  — you  can  schedule  an 
appointment  at  any  time  from  any 
workstation.  It’s  a real  life-saver.” 

Helpful  staff  with  the  support  you  need 

“Since  we  have  workstations  at  both 
sites,  all  tied  together,  support  is  a key 
factor  for  us.  Maintaining  a complex, 
cross-town  computer  network  isn’t  easy. 
The  on-site  service  and  phone  support 
we’ve  gotten  have  been  excellent,  and 
the  staff  is  so  nice  and  helpful. 

“We’ve  just  been  extremely  satisfied 
with  CompuSystems.” 


M CompuSystems  is  the  choice  of  me 
South  Carolina  physicians  than  al  l 
other  vendors  combined.  | 

V Electronic  filing  directly  to  South  | 
Carolina  BCIBS,  Medicare,  and  j' 
Medicaid  with  no  per-claim  charg  e 

M Features  to  ma.ximize  return,  jj 

improve  cash  flow,  and  increase  | ^ 
...  ! 
productivity. 

U "One-call,”  total  system  support, 
including  on-site  hardware 


iSystemi 


INC. 

Call  now  for  details:  800-800-647] 
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IAPB2-5  ms 


An  Oceanfront  Retreat 
to  Call  Your  Own... 
Minutes  from  Historic 
Charleston  and  the 
International  Airport 


natural  environment,  transportation  is  restrieted  to 
electric  vehicles,  and  a projiert)  owner  s ferry  runs  on 
schedule.  In  addition,  en\  ironmental  covenants  limit  the 
number  of  homes  to  only  1 SO. 

The  location  of  the  island  is  extraordinarc'. . .its 
pristine  surroundings  are 
perfect  for  fresh  & saltwater 
fishing,  crabbing,  shrimp- 
ing, and  oystering,  yet  it's 
just  minutes  to  downtown 
(ihaiieston  and  the  Interna- 
tional Aiiport. 

(;ome  explore  Dewees, 
truly  a private  island  to  call 
c’our  own.  Prices  start  at 
$165, OOP,  with  two-acre 
oceanfront  lots  starting  at 
$315,000. 

Call  l-800-tu4-"’352  or 
(803)  88(>8“’83. 

Pat  Ross,  Braker-In-Churge. 

Dewees  Islaiicl  Real  I- state,  hie. 

Obtain  the  property  report  required  by  federal  law  and  read  it  before  signing  anything.  No  federal 
agency  has  judged  the  merits  or  value,  if  any,  of  this  property.  This  advertisement  shall  not  be  deemed 
an  offer  to  any  resident  of  any  sfafe  where  prior  registration  is  required.  Void  where  prohibited 


Dejvees 

ISLAND 


W INNER  OF  THE 
S.C.  l.;uid  Resources  Commission  s 
1993  3011th  Carolina  Laid 
Derelopment  Steuardship  .\ward 


ATLANTIC  OCEAN 


Dewees  island 


Located  only  a ninc-minutc  fern’  ride  north  of  the 
Isle  of  Palms  lies  one  of  the  South's  last  barrier 
islands  tivailable  for  decelopment  and  the  (Charleston 
area's  only  private  island. 

Unlike  other  islands,  there  are  no  restaurants, 
lounges,  or  golf  courses  for  outsiders  to  visit,  while 
in\  acling  the  prix  acy  of  homeowners. The  only  visitors 
on  Dewees  are  guests  of  property  owners. 

Phis  boat-access  island  is  uniciue  in  other  wa\  s. . . 
a clean,  w ide  beach  stretches  for  over  T/i  miles, 
development  plans  carefulh’  protect  the  island's 


ij 


Special 
Record  Pafleht 


She  wonders  if 


Send  Out  The  Bills 

File  The  Claims 

Approve  All  ^ 

Patient  Checks 

Send  Patient 
Appointment  V 
Reminders  • 

Mail 

Insurance  Bills 
Post  Payments 
Track 

Utilization  Trends 

Verify  Insurance 
g 

Schedule  Examining 
Rooms  and  Equipment 

Produce  Multiple  Reports 

The  Bank  Deposit 


PAIDIV 

Plus 


Companion  Technologies 

Modern  technology  for  practice  management. 


mi  5 W5 


PAID  IV  Plus,  Companion  Technologies’ 
version  of  TKe  Medical  Managef%  is  the 
complete  practice  management  software 
system  that  can  help  you  perfonn  every 
office  task  there  is.  Except,  perhaps,  taking 
temperatures. 

Find  out  all  the  things  PAID  IV  Plus  can 
do  for  you.  Call  Companion  Technologies 
for  infonnation  or  to  schedule  a system 
demonstration. 

1-800-382-PAID  (7243) 
or 

fax  (803)  699-2384 


PAD)  IV  Hus 

will! 


THE  ARMY  RESERVE  OFFERS  UNIQUE  AND 
REWARDING  EXPERIENCES. 


As  a medical  officer  in  the  Anny  Reserve  you  will  be  offered  a 
variety  of  challenges  and  rewards.  You  will  also  have  a uniciue 
array  of  advantages  that  will  add  a new  dimension  to  your 
civilian  career,  such  as; 

• special  training  programs 

• advanced  casualty  care 

• advanced  trauma  life  support 

• flight  medicine 

• continuing  medical  education  programs  and  conferences 

• physician  networking 

• attractive  retirement  benefits 

• change  of  pace 

It  could  be  to  your  advantage  to  find  out  how  well  the  Army 
Reserve  will  treat  you  for  a small  amount  of  your  time.  An  Army 
Reserve  Medical  Counselor  can  tell  you  more,  call  collect : 


803-74M856 

91M19M538 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE: 


Tommy  Hendrick,  the  famous  outfielder,  onee  commented  that  “Catching  the  ball  is  a pleasure, 
but  knowing  what  to  do  with  it  is  a business.”  In  these  President’s  pages,  1 have  attempted  to 
expose  (catch)  issues  affecting  our  destiny.  In  this  last  page,  I am  proud  to  report  that  our  South 
Carolina  Medical  Association  (SCMA)  staff  and  leadership  have  developed  and  are  actively 
implementing  programs  (business  plans)  that  will  assure  the  well-being  of  our  profession.  I am 
not  speaking  of  IPAs,  PPOs,  HMOs,  etc.  Likewise,  networking,  integrating,  capitating,  and  going 
at  risk  are  not  topics  for  this  discussion.  These  are  all  “lipsticks”  with  which  we  are  attempting  to 
position  ourselves  to  the  threat  or  opportunity  posed  by  powerful  payors  and  their  managed  care 
companies.  The  real  business  is  to  be  staunch  and  unwavering  advocates  for  our  patients  and 
communities. 

The  Inter-Specialty  Council  consists  of  representatives  from  specialty  societies  in  the  SCMA 
House  of  Delegates,  who  focus  on  health-related  bills  currently  debated  in  the  South  Carolina 
Legislature.  During  the  council's  meetings,  there  has  been  some  consensus,  some  disagreement, 
and  in  every  instance  a greater  awareness  and  understanding  of  differing  views.  More 
importantly,  issues  of  quality,  access  to  and  affordability  of  health  care  have  permeated  the 
discussions.  SCMA  members  and  specialty  society  physicians  can  be  justly  proud  that  their 
representatives  are  putting  patient  interest  high  on  each  agenda  item.  The  potential  is  enormous 
for  this  forum  to  unify  our  profession  around  advocacy  for  those  we  serve. 

The  South  Carolina  Institute  for  Medical  Education  and  Research  (SCIMER)  received  a highly 
competitive  Robert  Wood  Johnson  Eoundation  Reach  Out  grant  to  link  private  practicing 
physicians  with  local  public  health  departments  in  order  to  provide  medical  homes  for  more 
children  in  underserved  areas.  SCIMER's  program,  PARTNERSHIPS  EOR  CHILDREN,  allows 
the  doctor  to  care  for  more  patients  by  utilizing  public  health  providers  for  support  services.  This 
public/private  partnership  efficiently  utilizes  local  resources  while  keeping  health  care  where  it 
belongs  - in  the  physician’s  office.  This  is  truly  placing  the  well-being  of  the  patient  and 
community  first. 

Einally,  there  is  an  exciting  new  partnership  developing  between  the  SCMA  and  the  South 
Carolina  Hospital  Association  (SCHA).  Selected  members  from  both  Boards  of  Trustees,  along 
with  appropriate  staff,  are  exploring  ways  hospitals  and  physicians  can  combine  energies  to 
better  serve  patients  and  communities.  With  these  two  dominant  health  care  organizations  in  any 
South  Carolina  locale  focusing  on  access,  quality  and  cost,  progress  is  likely. 

In  these  turbulent  times  for  our  beloved  profession  we  must  pay  attention  to  the  pig  (money, 
profits,  market  share,  etc).  Our  attempts  at  organization  (PPOs,  HMOs,  MSOs,  etc.)  are  necessary 
to  deal  with  the  pig.  They  put  a better  face  on  the  animal  but  they  do  not  accomplish  what  we  are 
really  all  about  - being  an  effective  advocate  for  our  patients  and  communities.  Our  destiny  lies 
in  this  pursuit.  Winston  Churchill  said  that  the  chain  of  destiny  can  only  be  handled  one  link  at  a 
time.  I am  proud  to  be  a member  of  the  SCMA,  an  organization  that  is  working  hard  to  build 
those  linkages.  Thank  you  for  letting  me  serve  as  your  131st  President. 


O.  Marion  Burton,  M.  D. 
President 
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THE  ONE  HUNDRED  FORTY-SEVENTH 
ANNUAL  MEETING 

THE  OMNI  HOTEL,  CHARLESTON,  SOUTH  CAROLINA 
APRIL  20  - APRIL  23,  1995 


The  147th  Annual  Meeting  of  the  South  Car- 
olina Medical  Association  will  mark  15  con- 
secutive years  in  Charleston  and  the  ninth  con- 
secutive year  at  the  Omni  Hotel. 

Information  regarding  the  meeting,  including 
registration  form  and  hotel  reservation  form,  has 
been  mailed  to  all  South  Carolina  physicians,  but 
if  you  have  not  received  this  information,  call 
SCMA  Headquarters  in  Columbia  (798-6207  or 
1 -800-327- 1021).  Again,  there  is  no  registration 
fee  for  SCMA  members,  and  pre-registration  is 
encouraged. 

The  House  of  Delegates  meets  to  consider  the 
business  of  the  association  on  Friday,  April  21, 
and  again  on  Sunday  morning,  April  23.  Refer- 
ence Committees  will  meet  on  Friday  afternoon. 

A total  of  14  AM  A Category  1 and  14  A AFP 
Prescribed  hours  have  been  approved  for  sci- 
entific sessions  beginning  on  Thursday  afternoon 
and  continuing  through  Saturday  afternoon.  Con- 
sult the  schedule  of  events  which  follows  for 
details  on  all  programs. 


Special  guests  for  this  annual  meeting  include 
Richard  F.  Corlin,  M.  D.,  Vice  Speaker  of  the 
AMA  House  of  Delegates. 

Again  this  year,  the  SCMA  will  serve  as  the 
umbrella  organization  for  many  specialty  soci- 
eties who  will  hold  business  and  scientific  ses- 
sions during  the  Annual  Meeting. 

The  SCMA  Board  of  Trustees  will  meet  on 
Thursday,  April  22  and  at  breakfast  each  day  to 
consider  business  which  arises  during  the  House 
of  Delegates  meeting. 

This  issue  of  The  Journal  contains  reports  and 
resolutions  available  at  publication  deadline. 
Additional  reports  and  resolutions  received  after 
this  issue  has  gone  to  press  will  be  included  in 
the  delegates'  handbooks  which  will  be  mailed 
prior  to  the  meeting.  Delegates  are  asked  to  bring 
their  handbooks  to  the  meeting  or  to  pass  them 
along  to  alternate  delegates  if  they  are  unable  to 
attend. 

— JD 


April  1995 


161 


ONK  nUNI)Ri:i)  I OK  TY-SKVKNTH  ANNUAL  MKKTINC; 
SC  UKDULKOI  KVLNTS 


Thursday,  April  20,  1995 

nMi:/i.(K  Ai  ioN 

LVLNI 

7:30  a.m.- 1 ;()()  p.m. 
2nd  Idoor  l.obhy 

Allianee  Registration  - Open 

S:3()  a.m.- 1 ():()()  a.m. 
C'olleton  Room 

Allianee  Exeeutive  Board  Meeting 

l():.3()  a.m.- 12:00  p.m. 
Willow  Ballroom 

Allianee  Presidents'  Brimeh 

1 1:30  a.m. -7:00  p.m. 
2nd  Floor  Grand  Hall 

SCMA  Registration  - Open 

12:15  p.m.- 1 :()()  p.m 
Louis’s  Charleston  Grill 

SCMA  Board  ol' Trustees  Luneheon 

1 :()()  p.m. -4:00  p.m. 
Willow  Ballroom 

Allianee  House  of  Delegates 

1 :()()  p.m. -5:00  p.m. 
Jenkins/King  Room 

SCMA  Board  of’ Trustees  Meeting 

LOO  p.m. -5:00  p.m. 
Magnolia  Ballroom 

SCMA  Plenary  Session 
“What’s  New  in..." 

1:00-1:20 
1:20-1:40 
1 :40-2:00 
2:00-2:20 
2:20-2:40 
2:40-3:00 
3:00-3:20 
3:20-3:40 
3:40-4:00 

Stroke:  Timothy  D.  Caiter,  MD,  MUSC 
Diabetes:  Ronald  K.  Mayfield,  MD,  MUSC 
Seizures:  Paul  B.  Pritchard,  III,  MD.  MUSC 
Break 

Laparoscopic  Surgery:  Frederick  L.  Greene,  MD,  USCSM 
Obstetrics:  Fred  Shipley,  MD,  USCSM 
Newborn  Screening:  Alva  L.  Strickland,  MD,  Spartanburg 
Break 

Legal  Medicine:  Donald  Saunders,  MD,  USCSM 
Stephen  P.  Williams,  Senior  VP  and  Legal  Counsel  - SCMA 

4:00-4:20 

4:20-4:40 

Acute  MI:  Barry  J.  Feldman,  MD,  Columbia 
Joint  Surgery:  Richard  J.  Friedman,  MD,  MUSC 
Consultant,  Encore  Orthopedics 

4:40-5:00 

ENT:  W.  David  Isenhower,  Jr.,  MD,  Greenwood 

1 :00  p.m. -4: 15  p.m. 
Drayton  Room 

SC  Society  of  Medical  Assistants  Scientific  Session 
"Mind  Your  Business:  A Praetical  Course  in  Painless  Praetice 
Management”  — Elliott  Davis  and  Company 
Marilyn  J.  Blessing 

3:00  p.m. -7:00  p.m. 

Exhibitors  Set  Up 

Dogwood/Cypress/ 

Live  Oak  Ballrooms  and  Grand  Hall 
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HME/L()CAH()N 

EVENT 

7:00  a. m. -5:00  p.ni. 
2nd  Floor  Grand  Hall 

SCMA  Registration  - Open 

7:00  a. in. -8:00  a. in. 
Eoiiis's  Charleston  Grill 

SCMA  Board  of  Trustees  Breakfast 

7:00  a. in. -8:00  a. in. 
Beauregard  Room 

SCMA  Past  Presidents'  Breakfast 

7:00  a. in. -8:00  a. in. 
Edmunds  Room 

Speeialty  Soeiety  Delegates  Meeting 

7:00  a. m. -8:00  a.m. 
Gadsden  Room 

CME  Committee  Breakfast  Meeting 

7:00  a.m. -8:00  a.m. 
Fenwiek  Room 

Residents  Breakfast  Meeting 

(Supported  by  the  AM  A Resident  Physieians  Section) 

7:30  a.m. -8:30  a.m. 
Booths  22  & 65 

Coffee/Juiee 

7:30  a.m. -6:00  p.m. 
Dogwood/Cypress/ 
Live  Oak  Ballrooms 
and  Grand  Hall 

Exhibits  Open 

8:00  a.m.- 11 :30  a.m. 
Willow/Magnolia  Ballrooms 

SCMA  House  of  Delegates 

9:45  a.m.- 10:45  a.m. 
Booths  22  & 65 

Coffee 

10:00  a.m.- 1 1 :00  a.m. 
Riley  Room 

MUSC  Medical  Alumni  Board  Meeting 

10:00  a.m.- 12:00  noon 
Colleton  Room 

SC  Cardiopulmonary  Rehabilitation  Association  Board  of 
Directors  Meeting 

11 :30  a.m.- 12:30  p.m 
2nd  Floor  Grand  Hall 

SC  Cardiopulmonary  Rehabilitation  Association  Registration 

12:00  noon-1 :()()  p.m. 
Suite  2K 

SC  Chapter  of  the  American  Academy  of  Pediatrics 
Adolescent  Section  Luncheon  Meeting 

1 2:00  noon- 1 :30  p.m. 
Louis’s  Charleston  Grill 

SCMA  Young  Physicians’  Section  l.uneheon  & Meeting 
(Supported  by  the  AM  A Young  Physicians  Section) 

1 2:30  p.m.- 1 :30  p.m. 
Edmunds  Room 

Reference  Committee  Chairmen’s  Luncheon 
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Friday,  April  21,  1995  (continued) 

TIMi:/L()CATI()N 

KVKNI 

1 2:45  p.m.-2: 1 5 p.m. 
Willow  Ballroom 

MUSC  Alumni  lamcheon 

12:00  noon-5:00  p.m. 
Jenkins/King  Room 

SC  Dermatological  Association  Business 
Meeting  and  Scientific  Session 

“Whafs  New  in  Pediatric  Dermatology:  Part  I” 

James  E.  Rasmussen,  MD,  University  of  Michigan  Medical 

School,  Ann  Arbor,  MI 

(Supported  by  Janssen  Pharmaceutical 

“Dermatologic  Medical  Pearls:  Part  I” 

Joseph  L.  Jorizzo,  MD,  Bowman  Gray  School  of  Medicine, 

Winston-Salem,  NC 

(Supported  by  Glaxo  Dermatology) 

Grant/Research  Support  from  Ortho,  Glaxo,  Westwood,  Sandoz, 
Schering.  Ortho,  Glaxo  and  Westwood  Speaker's  Bureaus 

“What’s  New  in  Dennatologic  Therapy” 

Richard  B.  Odom,  MD,  USCF  School  of  Medicine, 

San  Francisco,  CA 

(Supported  by  the  Dermatology  Foundation  and  underwritten  by 
Neutrogena/Leaders  Society  Lectureship  Program) 

“Complications  in  Dermatologic  Surgery” 

Neil  A.  Swanson,  MD,  Oregon  Health  Sciences  University, 
Portland,  OR 

(Supported  by  the  Kathleen  Riley  Lectureship  Fund.  MUSC) 

12:45  p.m.-5:00  p.m. 
Magnolia  Ballroom 

SC  Cardiopulmonary  Rehabilitation  Association  Symposium 

“Alternative  Conduits  in  Myocardial  Revascularization” 
Robert  A.  Frank,  MD,  The  Physicians  Center,  Marrero,  LA 

“Vascular  Rehabilitation” 

Mitzi  Ekers,  RN,  MS,  St.  Petersburg,  FL 

“Risk  Stratification” 

William  A.  Webster,  IV,  PhD,  Heartlife  Program,  Greenville 

“Coronary  Regression  - Using  LDL  As  A Marker-National 
Cholesterol  Association  Education  Program” 

Christie  B.  Hopkins,  MD,  Columbia 

l:00p.m.-3:00  p.m. 
Beauregard  Room 

SCMA  Workshop:  “Changes  in  Health  Care” 
“The  Physicians  Response” 

Henry  S.  Jordan,  MD,  Anderson 

“The  Institutional/Provider  Response” 

Bill  Prince,  SC  Hospital  Association 
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TIiMK/LOCATION 

EVENT 

“The  Payors  Response” 

Francis  G.  Middleton,  MD,  Charleston 
President.  Healthsource  South,  Inc. 

“Tieing  it  all  Together” 

Sam  Baker,  PhD,  USC 

Panel  Discussion:  Speakers  listed  above  and  Ben  Mitchell,  PhD, 
University  of  Tennessee,  and  Stephen  P.  Williams,  JD, 

SC  Medical  Association 

1:00  p.m.-2;00  p.m. 
Suite  2J 

Joint  Session:  SC  College  of  Emergency  Physicians  and  SC 
Psychiatric  Association 

“Domestic  Violence:  The  Role  of  the  Physician” 

Peter  L.  Owens,  MD,  Greenville 
Gail  Bundow,  MD,  Greenville 

1:30  p.m. -3:00  p.m. 
Hampton,  Fenwick  and 
Gadsden  Rooms,  Suite  2G 

SCMA  Reference  Committee  Meetings 

(Specific  room  assignments  will  appear  in  Delegates  Handbook) 

2:00  p.m.-3:00  p.m. 
Suite  2J 

SC  College  of  Emergency  Room  Physicians 
Scientific  Session  and  Business  Meeting 

“The  World  Trade  Center  Disaster” 

Edward  J.  Gabriel,  BA,  MPA,  AEMT-P 

Deputy  Chief,  Commanding  Officer,  NYC*EMS  Station  #23 

2:00  p.m.-3:00  p.m. 
Suite  2H 

SC  Psychiatric  Association  Scientific  Session 

“The  Relationship  Between  Psychiatry  and  Primary  Care” 
James  C.  Ballenger,  MD,  MUSC 

2:00  p.m. -4:00  p.m. 
Suite  2E 

SC  Orthopaedic  Association  Business  Meeting 

April  1995 
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Friday,  April  21,  1995  (conliniicd ) 


TIMi:/L(K  ATION 

EVEN  I 

2:00  p.m.-4:30  p.m 
Colleton  F^oom 

SC  Chapter  of  the  American  Academy 
of  Pediatrics/CRS  Combined  Scientific  Session 

“Children's  Rehabilitative  Services  Update” 
Ronald  C.  Porter,  MD,  Columbia 

“A  Multidisciplinary  Approach  to  the  Care  of  Children  with 
Craniofacial  Anomalies” 

The  Craniofacial  Clinic,  USCSM,  Division  of  Plastic  Surgery 
Rami  Kalus,  MD,  USCSM 
Harold  I.  Friedman,  MD,  PhD,  USCSM 
Thomas  G.  Fi.szka,  MD,  USCSM 
Gale  Co.ston,  EdD,  USC 
Michael  Cuccaro,  PhD,  USCSM 

2: 1 3 p.m. -3: 1 5 p.m. 
Booths  22  & 65 

Coffee  Break 

2:30  p.m. -4:00  p.m. 
Edmunds  Room 

SC  Society  of  Plastic  & Reconstructive  Surgeons  Scientific 
Session 

“Physiology  of  Wound  Healing  - Basic  Wound  Repair” 
Samuel  S.  Matthews,  Jr.,  MD,  Greenville 

“Management  of  Difficult  Wounds” 
Steven  K.  White,  Sr.,  MD,  Myrtle  Beach 

“Innovations  in  Cleft  Fip  and  Palate  for  the  Primary  Care  Physician” 
Richard  C.  Hagerty,  MD,  Charleston 

3:00  p.m. -5:00  p.m. 
Drayton  Room 

SCMA  Workshop:  “Recognition  and  Prevention  of  Adolescent 
Alcohol  and  Drug  Use:"  Presented  by  The  Fighting  Back  of  the 
Midlands  Physicians  Committee 
Benjamin  0.  Stands,  MD,  Columbia 
N.  Peter  Johnson,  PhD,  USC 

3:00  p.m. -5:00  p.m. 
Hampton,  Fenwick 
and  Gadsden  Rooms 

SCMA  Reference  Committee  Meetings 

(Specific  room  assignments  will  appear  in  Delegates  Handbook) 

4:00  p.m. -6:00  p.m. 
Dogwood/Cypress/ 
l.ive  Oak  Ballrooms  and 
Grand  Hall 

SCMA  Reception  Honoring  Delegates,  Alternates.  Speakers  and 
Exhibitors  (All  Registrants  Welcome) 
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Friday,  April  21,  1995  (conliiuied) 


TIME/LOCATION 

KVKNT 

5:00  p.m.-6:30  p.m. 
SCCRA  President's  Suite 

SC  Cardiopulmonary  Rehabilitation  Assoeiation  Reception 

5:00  p.m. -7:00  p.m. 
Beauregard  Room 

use  School  ot  Medicine  Alumni  and  Eaeulty  Reception 

5:30  p.m. -7:30  p.m. 
Suite  2G 

SC  Chapter  of  the  American  Academy  of  Pediatiics  Ccx'ktail  Reception 

6:00  p.m. 

Lodge  Alley  Inn 

MUSC  Reunion:  Class  of  1980  Reception 

6:30  p.m. -9:30  p.m. 

Old  Exehange  Building 

SC  Society  of  Anesthesiology  Reception  and  Dinner 

7:00  p.m. 
Bennett  House 

MUSC  Class  of  1965  Reception 

7:00  p.m. 

The  Cavallaro  Restaurant 

MUSC  Reunion:  Class  of  1950 

7:00  p.m. 

Jenkins/King  Room 

MUSC  Reunion:  December  Class  of  1943 

7:00  p.m. -8:00  p.m. 
Colleton  Room 

SC  Radiological  Society  Cocktail  Reception 

7:30  p.m. 

Magnolia  Ballroom 
Willow  Ballroom 

MUSC  Reunions: 
Class  of  1 975 
Class  of  1 985 

7:30  p.m. -9:00  p.m 
The  Harbour  Club 

SC  Dermatological  Association  Reception 

Saturday,  April  22,  1995 


7:00  a. m. -5:00  p.m. 
2nd  Eloor  Grand  Hall 

SCMA  Registration  Open 

7:00  a.m.-8: 15  a.m. 
2nd  Eloor  Terrace 
(Backup  Suite  2L) 

SC  Society  of  Anesthesiologists  Breakfast  Meeting 

7:15  a.m. -8:30  a.m. 
Edmunds  Room 

Editorial  Board  Breakfast 

7:15  a.m. -8:30  a.m. 
Suite  2J 

SC  Radiological  Society  Breakfast  Meeting 

Guest  Speaker:  “America  and  Radiation  - A Roller  Coaster 

Love  Affair” 

David  J.  DiSantis.  MD.  Eastern  VA  Medical  School,  Norfolk,  VA 

April  1995 
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Saturday,  April  22,  1995  (eominued) 

ILMH/LOCATION 

i:\KM 

7;3()  a. m. -8:30  a.m. 
Louis's  Charleston  Grill 

SCMA  Board  of  Trustees  Breakfast 

7:30  a.m. -9:00  a.m. 
Suite  2K 

SC  Chapter  of  the  Ameriean  Aeademy  of  Pediatries  Exeeutive 
Committee  Meeting 

7:45  a.m. -8:45  a.m 
Booths  22  & 65 

Coffee/Juiee 

7:30  a.m. -8:00  a.m. 
Gadsden  Room 

SC  Vaseular  Surgery  Soeiety  Continental  Breakfast 

8:00  a.m.- 10:00  a.m. 
Suite  2G 

Business  Meeting  and  Continental  Breakfast  of  the  SC  Soeiety 
of  Pathologists 

8:00  a.m.- 1 :()()  p.m. 

Exhibits  Open 

Dogwood/Cypress/ 

Live  Oak  Ballrooms  and  Grand  Hall 


8:00  a.m.- 12:00  noon 
Hampton  Room 

SC  Vascular  Surgery  Society  Scientific  Session  and 
Business  Meeting 

“Carotid  Endarterectomy  With  Homologous  Vein  Patch  Graft 
Angioplasty:  Review  of  1,006  Cases” 

James  F.  Howell.  MD.  Baylor  College  of  Medicine,  Hou.ston.  TX 

8:00  a.m.- 1:00  p.m. 
Jenkins/King  Room 

SC  Dermatological  Association  Scientific  Session 

“Lessons  Learned  in  Cutaneous  Oncology” 

Neil  A.  Swanson,  MD,  Oregon  Health  Sciences  University, 
Portland,  OR 

“Using  the  New  Antifungal  Drugs” 

Richai  d B.  Odom.  MD,  USCF  School  of  Medicine,  San  Francisco.  CA 
(Supported  by  the  Dennatology  Foundation  and  underwritten  by 
Neutrogena/Leaders  Society  Lectureship  Program) 

“What’s  New  in  Pediatric  Dermatology:  Part  IF 

James  E.  Rasmussen,  MD,  University  of  Michigan  Medical 

School,  Ann  Arbor,  MI 

(Supported  by  Janssen  Pharmaceutica) 

“Dermatologic  Medical  Pearls:  Part  II” 

Joseph  L.  Jorizzo,  MD,  Bowman  Gray  School  of  Medicine. 

Winston-Salem,  NC 

(Supported  by  Glaxo  Dermatology) 

Grant/Research  Support  from  Onho,  Glaxo,  Westwood,  Sandoz, 
Schering.  Ortho,  Glaxo  and  Westwood  Speaker's  Bureaus 

“Medicare  Part  B Changes  and  Billing  Issues” 

(Speaker  TB  A) 
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Saturday,  April  22,  1995  (contiiuied) 


TIME/LOCVnON 

8:00  a.m.- 12:00  noon 
Beauregard  Room 


8:30  a.m.-l  1:30  a.m. 
Magnolia  Ballroom 


8:30  a.m.-l  1 :45  a.m. 
Suite  2H 


KVENT 

SC  As.sociation  of  Neurological  Surgeons  Scientific  Session 
and  Business  Meeting 

“Pneoperative  Interventional  Neuro-Radiology  for  Skull  Based  Lesions” 

Joseph  A.  Horton.  MD,  MUSC 

Grant/Research  Support:  Target  Therapeutics,  Inc. 

Consultant:  Cordis  Endovascular  Systems,  Inc. 

“Anterior  and  Anterolateral  Approaches;  Case  Presentation  of 
Extra  and  Intredural  Tumors” 

Sunil  J.  Patel,  MD,  MUSC 

“Surgical  Anatomy  of  the  Temporal  Bone;  Case  Presentations  of 
Lateral  and  Posterolateral  Approaches” 

Peter  Weber,  MD,  MUSC 
Sunil  J.  Patel,  MD,  MUSC 

“Reconstructive  Techniques  After  Skull  Base  Resection” 
Marcelo  Hochman,  MD,  MUSC 

“Review  of  Skull  Base  Approaches  With  Cadaver  Prosections” 
Sunil  J.  Patel,  MD,  MUSC 

SCMA  Plenary  Session 

“Urinary  Tract  Infections:  A Practical  Approach” 

Charles  S.  Bryan,  MD.  USCSM 

“Infectious  Diarrheas:  The  Old  and  the  New” 

J.  Robert  Cantey.  MD.  VA  Hospital,  Charleston 

“Viral  Hepatitis:  The  A Through  Zs” 

Ludwig  A.  Lettau,  MD,  Charleston 

“Tick-Borne  Disease.s” 

J.  William  Kelly,  MD,  Greenville  Hospital  System 

“Sexually-Transmitted  Disea.ses  and  AIDS/HIV  Update” 

Robert  T.  Ball,  MD,  DHEC,  Columbia 

SC  Radiological  Society  Scientific  Session 

“The  KUB  in  Radiologic  Diagnosis” 

Charles  G.  Hood.  MD,  West  Columbia 

“The  Elbow:  Anatomic-Clinical  Correlation” 

Michael  J.  Pitt,  MD,  University  of  Alabama  Health  Sciences 
Foundation,  Birmingham,  AL 


“Imaging  of  Inflammatory  Sinus  Disease” 


April  IW.S 
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Saturday,  April  22,  1995  (continued) 

TIMi:/L()CATI()N 

EVENI 

John  W.  Haynes,  MD,  West  Columbia 

“Consensus  Quest:  One  Initiative  to  Shape  a Vision  for  Radiology” 
Edward  V.  Staab,  MD,  University  of  Florida  College  of 
Medicine,  Gainesville,  FL 

8:30  a.m.- 12:30  p.m. 
Drayton  Room 

SC  Society  of  Anesthesiologists  Scientific  Session  and  Business  Meeting 

“Management  of  the  Pediatric  Trauma  Patient” 

Jay  Masrobian,  MD,  Richland  Memorial  Hospital,  Columbia 

“Laryngeal  Mask  Airway:  Indications  for  Clinical  Use” 

Mark  L.  Pinosky,  MD,  MUSC 

“Health  Care  in  New  England:  Changes  in  the  ‘90s” 

Lizabeth  Maloney,  MD,  Dartmouth  Hitchcock  Medical  Center, 
Hanover,  NH 

8:30  a.m.- 12:45  p.m. 
Willow  Ballroom 

SC  Cardiopulmonary  Rehabilitation  Association  Symposium 

“Strategies  for  Implementing  Cholesterol  Lowering  Diets” 
Joanne  Milkereit,  MUSC 

“Medical  Treatment  of  Mis” 

Bruce  W.  Usher,  MD,  MUSC 

“Exercise  Prescription — Cardiac  and  Pulmonary” 

Mark  D.  Senn,  PhD,  SC  Heart  Center,  Columbia 

“Stress  and  its  Effects  on  Health:  A Report  from  the  Dean 
Ornish  Research  Project” 

Sandra  McLanahan,  MD,  Buckingham,  VA 

9:00  a.m.-12:30  p.m. 
Fenwick  Room 

SC  Society  of  Physical  Medicine  and  Rehabilitation  Scientific 
Session  and  Business  Meeting 

“Workers'  Compensation  Issues  in  Occupational  Injury” 

Keith  P.  Holder,  MD,  MPH,  Charleston 
Steven  A.  Yuhas,  MEd,  Mount  Pleasant 

“Non-Surgical  Management  of  Shoulder  Disorders” 

Bright  McConnell,  III,  MD,  Charleston 

“Beyond  Scopes  and  Blades:  The  Movie” 

Richard  C.  Holgate,  MD,  Mount  Pleasant 

“Pathomechanics  of  Carpal  Tunnel  Syndrome  and  Ergonomic  C 
Considerations” 

John  M.  J.  Ernst,  MD,  Charleston 
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Saturday,  April  22,  1995  (continued) 

TIME/LOCATION 

EVENT 

9:00  a.m.- 12:00  noon 
Colleton  Room 

“The  Painful  Wrist  and  Other  Soft  Tissue  Disorders  of  the  Upper 
Limbs"  (aka  “So  it's  just  a sprain") 

James  L.  Price.  Jr..  MD.  Charleston 

“Recognition  of  Cervical  Radiculopathy  and  Disc  Disorders" 
Stephen  E.  Rawe,  MD,  PhD,  Charleston 

Summary  Concepts:  Question  and  Answer  Session 

SC  Chapter  of  the  AAP  Scientific  Session 

“SCAAP  Update” 

Francis  E.  Rushton,  Jr.,  MD,  President,  SCAAP 

“New  Approaches  to  Sickle  Cell  Disease” 

“Outpatient  Management  of  Fever" 

Sherron  Jackson,  MD,  MUSC 

“Acute  Chest  Syndrome” 

Miguel  Abboud,  MD,  MUSC 

“Reemergence  of  Group  A Streptococcal  Disease" 

Robin  Kelley,  MD,  Greenville  Hospital  System 

9:30  a.m.- 1 1 :00  a.m. 
Edmunds  Room 

SOCPAC  Board  Meeting 

10:00  a.m.- 1 1 :30  a.m. 
Riley  Room 

SCIMER  Board  Meeting 

10:00  a.m.- 12:00  noon 
Suite  2G 

SC  Society  of  Pathologists  Scientific  Session 

“New  Perspectives  in  Glomerular  Pathology” 
“Focal  Segmental  Sclerosis” 

“ANCA  Associated  Glomerular  Disease” 
Deborah  M.  Milling,  MD,  MUSC 

10: 15  a.m.-l  1:15  a.m. 
Booths  22  & 65 

Coffee  Break 

1 1 :()()  a.m.- 1 :30  p.m. 
Gadsden  Room 

SCMA  Sports  Medicine  Committee  Luncheon  Meeting 

12:00  p.m. -12:30  p.m. 
Louis's  Charleston  Grill 

SC  Radiological  Society  Reception 

April  1995 
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Saturday,  April  22,  1995  (coiilinued) 


riivii:/L()c  AiioN 

KVLNI 

1 2:30  p.ni.-3;()()  p.m. 
Magnolia  Ballroom 

Hvalualion  and  Management  of  Coding  (juidelines  Workshop 

1 2:30  p.m. -3:30  p.m. 
Louis's  Charleston  Cirill 

SC'  Radiological  Society  Luncheon  and  Meeting 
Ciiicst  Speaker:  K.  K.  Wallace,  Jr.,  MD,  President  - AC'R 
“Radiology  in  the  Managed  Care  Era” 

2:00  p.m.-5:00  p.m. 
Drayton  Room 

SCMA  Committee  on  Sports  Medicine’s  Scientific  Session: 

Panel  Discussion:  “Parameters  of  Returning  a Sick  or  Injured 
Athlete  Back  to  Participation” 

Rion  M.  Rutledge,  MD,  Rock  Hill;  J.  Rutledge  Lawson,  MD, 
Spartanburg;  C.  Guy  Castles,  MD,  Columbia;  Peter  J.  Carek, 
MD,  Charleston 

Panel  Discussion:  “What's  New  in  Sports  Medicine” 

Frank  Phillips,  MD,  Gaffney;  Sidney  N.  Martin,  MD,  Florence; 
Fred  Hoover,  Clemson;  Robert  M.  Peele,  MD,  Columbia 

6:30  p.m. -7:30  p.m. 
Live  Oak  Ballroom 

SCMA  Presidents'  Reception 

7:30  p.m.- 10:30  p.m. 
Magnolia/Willow  Ballrooms 

SCMA  President's  Inaugural  Banquet 

Sunday,  April  23,  1995 

7:00  a. m.- 10:30  a.m. 
2nd  Floor  Grand  Hall 

SCMA  Registration  Open 

7:30  a.m. -8:30  a.m. 
Louis's  Charleston  Grill 

SCMA  Board  of  Trustees  Breakfast 

8:30  a.m.- 12:30  p.m. 
Dogwood/Cypress/ 
Live  Oak  Ballrooms 

SCMA  House  of  Delegates 

12:30  p.m.- 1:00  p.m. 
Colleton  Room 

SCMA  Board  of  Trustees  Reorganization  Meeting 
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SCMA  NEWSLETTER 


A PUBLICATION  OF  THE  SOUTH  CAROUNA  MEDICAL  ASSOCIATION 
Joy  Drennen,  Editor  Contributions  welcomed 
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HIGHLIGHTS  OF  THE  MARCH  BOARD  OF  TRUSTEES  MEETING 


The  board  approved  the  nominations  of  Randy  Watson, 
MD,  of  Aiken;  and  John  Wilson,  MD,  III,  of  Conway; 
to  the  MIT  Board,  replacing  Dr.  Dan  Brake  whose  final 
term  expires  next  month;  and  filling  the  unexpired  term 
of  Dr.  Bmce  Snyder. 

The  board  approved  the  appointment  of  Donald  Kilgo- 
re, MD,  of  Greenville,  to  fill  a vacancy  in  District  4 on 
the  SOCPAC  Board. 


The  board  voted  to  support  the  Blue  Ribbon  Committee 
of  the  Alliance  for  South  Carolina's  Children. 

In  addition,  the  board  met  with  representatives  of  the  SC 
Orthopaedic  Association  regarding  SCMA  support  for 
introducing  a lien  law  in  the  state  legislature.  □ 


MEDICARE  UPDATE 


By  now  you  should  have  received  the  April,  1995  Medicare 
Advisory.  You  should  read  tins  Medicare  Advisory  carefully. 
Advisories  are  published  monthly  and  always  contain 
important  infonnation  for  you  and  your  staff.  Included  in 
the  April,  1995  Medicare  Advisory  is  a complete  list  of  CPT 
codes  which  must  be  filed  hardcopy,  flu  shot  update,  UPIN 
information  and  much  more. 


Surgery  Workshops:  Medicare  will  be  conducting  work- 
shops for  suiigical  p»Bctices  throu^ut  the  state  in  June.  The 
preregistration  fonn,  locations  and  dates  are  included  in  the 
April  Medicare  Advisory.  All  workshops  will  be  held  9:30 
am- 12:30  pm,  with  registration  beginning  at  9:00.  The  cost 
is  $20  per  person.  Seating  is  limited,  so  register  early. 


I Specialty  Team  Concept:  Effective  April  1, 1995,  the  Pro- 
fessional Relations  Representatives  will  be  assigned  to  a 
“Specialty  Team”  instead  of  geographic  areas.  When  you 
call  the  Medicare  Part  B Provider  Service  Center,  the  ARU 


will  prompt  you  to  enter  your  Medicare  Provider  ED  num- 
ber. Based  on  the  information  Medicare  has  on  file  for  your 
practice,  your  call  will  be  transferred  to  a Customer  Ser- 
vice Representative  handling  inquiries  for  your  specialty. 
Check  the  April  Medicare  Advisory  for  the  Professional 
Relations  Representative  (PR  Rep.)  who  represents  your 
specialty.  The  PR  Reps,  are  Michael  Thomas,  Surgery 
Team;  Louise  Mankin,  Focused  Coverage;  and  Jody  Gib- 
son-Neal,  Non-Surgery  Team. 

1995 Fee  Schedule  Updates:  HCFA  has  alerted  Medicare 
of  updates  to  the  Medicare  Fee  Schedule  Data  Base.  These 
updates  are  effective  April  1, 1995,  for  services  rendered 
on  and  after  January  1,  1995.  Medicare  will  not  reopen 
claims  previously  paid  but  will  adjust  claims  which  are 
brought  to  their  attention.  See  the  April  Medicare  Adviso- 
ry for  a complete  list  of  codes. 

(Continued  on  page  2) 


LITIGATION  REFORM  BILL 

Fresh  on  the  heels  of  the  U.S.  House  of  Representatives  passage  of  a litigation  reform  bill,  attention  now  turns  to 
the  Senate.  Organized  medicine,  under  the  leadership  of  the  AMA,  achieved  a major  victory  on  March  10  when  the 
House  voted  to  pass  a litigation  reform  bill  that  included  a $250,(XX)  cap  on  non-economic  awards  in  liability  suits 
(the  Ctox-Geran  amendment)  and  limits  on  joint  and  several  liability.  Many  South  Carolina  physicians  took  the  time 
to  contact  their  members  of  Congress  about  the  biU.  South  Carolina  Representatives  Floyd  Spence  (R),  Mark  San- 
ford (R),  and  Bob  Inglis  (R)  voted  in  favor  of  the  Ctox-Geran  amendment.  Both  Democratic  House  members  and 
Lindsey  Graham  (R)  voted  against  the  amendment. 


MEDICAID  UPDATE 


Duplicate  Payments  from  Medicaid  and  Insurance 
Companies:  The  Finance  Commission  recognizes  that 
Medicare  is  presently  sending  electronic  claims  to  Med- 
icaid and  most  supplemental  insurance  carriers.  In  many 
instances,  physicians  are  receiving  payments  from  Med- 
icaid and  a supplemental  insurance  policy,  creating  a 
duplicate  payment  for  the  coinsurance  and  deductible  por- 
tion of  your.claims. 

To  eliminate  the  duplicate  payments,  Medicaid  is  in  the 
process  of  re-activating  “cost  avoidance”  for  crossover 
claims  only.  Instead  of  paying  the  crossover  claim,  the 
claim  will  reject  with  error  code  156  when  a 
Medicare/Medicaid  recipient  also  has  supplemental  insur- 
ance coverage.  A bulletin  with  the  details  of  this  change 
will  be  received  shortly. 

Neonatal  Intensive  Care  Codes:  The  Finance  Commis- 
sion is  continuing  to  work  on  the  implementation  of  CPT 
Neonatal  Intensive  Care  (NIC)  codes.  At  this  time,  how- 
ever, continue  to  use  the  locally  assigned  “W”  codes  to 
report  services  provided  to  Medicaid  sponsored  neonates. 


CPT  Code  Update:  Effective  April  1,  1995,  only  the 
1995  CPT  procedure  codes  will  be  accepted  by  the 
Finance  Commission. 

Medicaid  Provider  Number  and  Tax  Reporting:  The 
Finance  Commission  assigns  each  provider  enrolled  in  the 
program  a unique  six-digit  Medicaid  provider  number.  An 
individual  provider  number  cross  references  to  an  indi- 
vidual’s social  security  number  and  a group  provider  num- 
ber cross  references  to  a federal  employer's  identification 
number.  Payments  are  made  to  the  Medicaid  provider 
number  as  submitted  on  your  claims. 

At  the  end  of  each  calendar  year,  the  total  payments  made 
to  each  Medicaid  provider  number  are  reported  to  the  Inter- 
nal Revenue  Service  based  on  the  information  on  the 
provider’s  file  (either  the  social  security  number  or  federal 
employer’s  identification  number).  It  is  important  that  your 
Medicaid  provider  files  are  correct  and  your  Medicaid 
provider  numbeifs)  are  correctly  entered  on  all  your  claims. 
If  you  have  any  questions  concerning  Medicaid  policy  or 
billing  requirements, please  call  the  Department  of  Physi- 
cian Services  at  (803)  253-61 34.  □ 


MEDICARE  UPDATE  (continued frontpage  1) 


Critical  Care  Codes:  HCFA  has  recently  issued  clari- 
fication for  the  use  of  critical  care  CPT  codes  9929 1 (Crit- 
ical care,  evaluation  and  management  of  the  critically 
ill  or  critically  injured  patient,  requiring  the  constant 
attendance  of  the  physician:  first  hour)  and  99292 
(...each  additional 30  minutes).  HCFA  has  determined 
that  critical  care  also  includes  the  care  of  patients  who 
might  not  be  in  a “medical  emergency”  but  who  nonethe- 
less require  constant  physician  attention  because  they  are 
unstable  and  critically  ill,  or  unstable  and  critically 
injured. 

The  care  of  such  patients  involves  decision  making  of 
high  complexity  to  assess,  manipulate  and  support  cir- 
culatory, respiratory,  central  nervous,  metabolic  or  other 
vital  system  functions  to  prevent  or  treat  single  or  mul- 
tiple vital  organ  system  failure.  It  often  also  requires 
extensive  interpretation  of  multiple  databases  and  the 
application  of  advanced  technology  to  manage  the  patient. 
The  expanded  definition  does  not  mean  that  the  care  of  a 
patient  who  happens  to  be  in  a critical  care,  intensive  care 
or  other  specialized  care  unit  should  be  reported  with  the 
critical  care  codes.  In  such  a unit,  the  care  of  a patient  who 
is  not  unstable  and  critically  injured  is  reported  using  the 
appropriate  subsequent  hospital  care  code  or  inpatient  con- 
sultation code.  The  time  that  can  be  reported  as  critical  care 
is  not  limited  to  time  spent  at  the  immediate  bedside  of  the 
patient.  The  intent  of  the  terms  “constant  attendance”  and 


“constant  attention”  is  to  permit  the  physician  to  report  the 
time  spent  engaged  in  woik  directly  related  to  the  irxlividual 
patient’s  care  whether  that  time  was  spent  at  the  immedi- 
ate bedside  or  elsewhere  on  the  floor  or  unit. 

Time  spent  in  activities  that  occur  outside  of  the  unit  or 
off  the  floor  (e.g.,  telephone  calls,  whether  taken  at  home, 
in  the  office,  or  elsewhere  in  the  hospital)  may  nol  be 
reported  as  critical  care  since  the  physician  is  not  imme- 
diately available  to  the  patient.  Time  spent  in  activities 
that  do  not  directly  contribute  to  the  treatment  of  the 
patient  may  not  be  reported  as  critical  care,  even  if  they 
are  performed  in  the  critical  care  unit  (e.g.,  telephone  calls 
to  discuss  other  patients).  There  are  no  absolute  limits  on 
the  amount  of  critical  care  services  that  can  be  billed  per 
day  or  per  hospital.  A physician  must  be  prepared  to 
demonstrate  that  the  service  billed  meets  the  definition 
of  critical  care.  Only  one  physician  may  bill  for  a given 
hour  of  critical  care  even  if  more  than  one  physician  is 
providing  care  to  a critically  iU  patient. 

Critical  care  cannot  be  paid  on  the  day  the  physician  also 
bills  a procedure  code  with  a global  surgical  period  unless 
the  critical  care  is  billed  with  the  CPT  modifier  -25  to  indi- 
cate that  the  critical  care  is  a significant,  separately  iden- 
tifiable evaluation  and  management  service  that  is  above 
and  beyond  the  usual  pre-  and  post-operative  care  asso- 
ciated with  the  procedure  that  is  performed.  □ 
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147TH  ANNUAL 
MEETING  AND 
SCIENTIFIC 
ASSEMBLY 

Omni  Hotel 
Charleston,  SC 


As  this  newsletter  goes  to  press,  plans  are  almost  final 
for  the  147th  SCMA  Annual  Meeting  and  Scientific 
Assembly,  April  20-23,  1995,  at  the  Omni  Hotel  in 
Charleston.  Almost  300  physicians  have  pre-registered 
as  of  this  date.  If  you  have  not  pre-registered,  please  do 
so  immediately  in  order  to  avoid  waiting  lines  at  the 
SCMA  registration  desk  during  the  actual  meeting.  Use 
the  registration  form  which  was  mailed  to  you,  or  clip  the 
fonn  from  the  March  issue  of  the  “SCMA  Newsletter.” 


This  issue  of  The  Journal  contains  a wealth  of  infor- 
mation about  the  meeting.  You  may  want  to  note  the  list 
of  exhibitors  which  is  included,  as  there  are  some  new 
and  exciting  exhibitors  in  1995. 

Delegates'  handbooks  were  mailed  April  4.  Delegates, 
please  be  sure  to  bring  your  handbook  to  the  meeting, 
or  pass  it  along  to  your  alternate  delegate  if  you  are 
unable  to  attend.  □ 


SC  WORKERS'  COMPENSATION  1995 
FEE  SCHEDULE 

Orders  are  now  being  taken  for  tire  1995  Medical  Ser- 
vices Provider  Manual.  The  1995  Manual  becomes  effec- 
tive May  1, 1995  and  replaces  the  1990  Schedule  of  Fees 
for  Physicians  and  Surgeons.  The  new  fee  schedule 
includes  expanded  narrative  sections  that  carefully 
explain  billing  and  payment  policy,  updated  policies  for 
pricing  injections  and  complete  instructions  for  filing 
Woricers’  Compensation  claims  on  the  HCFA-1500  claim 
form  beginning  May  1,  1995.  Copies  are  available  for 
$25  each,  including  shipping  and  handling.  Make  your 
check  payable  to  the  South  Carolina  Workers'  Com- 
pensation Commission  and  mail  your  order  to:  Medical 
Services  Division,  SC  Workers'  Compensation  Com- 
mission, PO  Box  1715,  Columbia,  SC  29202-1715.  □ 


1995  JOURNALISM  AWARDS 


Congratulations  to  the  following  reporters  who  have 
been  selected  as  recipients  of  the  SCMA  1995  Jour- 
nalism Award  for  Excellence  in  Health  Care  Reporting: 

• David  McIntosh,  WPUB/WCAM  Radio  in  Camden, 
for  his  report  on  school  health  clinics 

• Faith  Fuller,  WIS-TV  in  Columbia,  for  her  series  on 
“Health  Care;  Seeking  Solutions” 

• Karen  E.  York,  The  Times  and  Democrat  in  Orange- 
burg, for  her  series  on  “Healing  a Sick  System” 

The  winners  will  be  recognized  at  an  awards  ceremo- 
ny during  the  SCMA  House  of  Delegates  Sunday  morn- 
ing, April  23,  1995.  □ 


ORGAN  DONOR  AWARENESS  WEEK 
APRIL  16-22, 1995 

The  nation  will  celebrate  National  Organ  and  Tissue 
Donor  Awareness  Week  April  16-22, 1995.  Hospitals  and 
communities  all  over  the  state  will  be  woricing  with  the 
SC  Organ  Procurement  Agency  (SCOPA)  to  provide 
opportunities  for  public  information  to  be  widely  dis- 
persed to  the  public.  Events  planned  for  the  week  include 
community  donor  drives,  donor  family  memorial  ser- 
vices, media  campaigns  and  a church  bulletin  insert  cam- 
paign reaching  over  2,500  congregations  in  the  state. 

SCOPA  is  a federally  funded,  non-profit  organization 
with  offices  located  in  Charleston,  Columbia  and  Spar- 
tanburg. SCOPA  staff  members  work  very  closely  with 
area  hospitals  to  promote  teamwork,  educate  health  care 
professionals  about  donation  and  assist  in  refining  poli- 
cies and  procedures  for  oigan  donation.  SCOPA  also  pro- 
vides a wide  range  of  public  education  services.  Last 
year,  the  agency's  staff  participated  in  over  530  speak- 
ing engagements,  media  events  and  health  fairs.  In  addi- 
tion, volunteers  who  include  recipients,  donor  families, 
community  leaders  and  health  care  professionals  donate 
their  time  and  resources  to  help  make  their  communi- 
ties more  aware  of  the  benefits  of  donation.  The  agency 
also  collaborates  with  various  state  agencies,  legislators, 
civic  and  business  leaders  to  promote  donor  awareness 
in  communities  throughout  SC. 

For  more  information,  contact  SCOPA  at  1-800-462- 
0755.  3 


3 


PALMETTO  HEALTH  INITIATIVE  HOTLINE 


Question:  If  patients  have  both  Medicaid  and  Medicare  coverage,  which  program  will  they  fall 
under  and  how  will  that  be  handled?  (E.  M.  Lepine,  MD,  Rock  Hill) 


Answer:  Patients  receiving  both  Medicaid  and  Medicare  benefits  will  not  be  included  in  the  Palmetto  Health  Ini- 
tiative. The  Palmetto  Health  Initiative  will  expand  Medicaid  eligibility  to  all  people  with  incomes  to  100 
percent  of  the  federal  poverty  level  up  to  age  65. 


I 


Palmetto  Health  Initiative  Budget  Update:  The  Palmetto  Health  Initiative  cannot  be  implemented  unless  the  SC 
General  Assembly  appropriates  the  necessary  funds.  Currently,  the  House  budget  bill  includes  $8.9  million  to  tran- 
sition the  current  Medicaid  recipients  into  a managed  care  system.  However,  the  House  budget  does  not  provide  funds 
to  expand  Medicaid  benefits  to  everyone  at  or  below  the  federal  poverty  level.  The  Senate  is  in  the  early  stages  of 
debating  the  budget  bill. 

Please  call  the  Palmetto  Health  Initiative  Hotline  ( 1 -800-825-7821 ) with  your  questions  or  comments  regarding  the 
Medicaid  waiver.  SCMA  staff  will  respond  to  your  question  in  writing.  □ 


SCMA  WORKSHOP  CALENDAR 

I 

Understanding  & Negotiating  Managed  Care  Contracts:  In  this  intensive  one  day  program  presented  by  Stephen 
P.  Williams,  JD,  Senior  Vice  President  and  General  Counsel  of  the  SCMA,  participants  will  learn  how  to  read  and  j 
understand  managed  care  contracts.  You  will  also  review  the  particulars  of  negotiating  contracts,  especially  med- 
ical liability  issues.  Physicians  and  office  managers  will  review  payment  and  contracting  issues,  including  capita- 
tion, incentives,  and  point-of-service  plans.  (Member  tuition:  $45.00) 

Dates  & Locations:  June  13, 1995  - Charleston  - Charleston  Marriott 

June  15, 1995  - Columbia  - Sheraton  Hotel  and  Conference  Center 

June  27,  1995  - Greenville  - Greenville  Hilton  j 

June  29, 1995  - Florence  - Florence  Civic  Center  j 

I 

Appealing  Unfair  Payments:  In  this  half-day  program  presented  by  Practice  Performance  Seminars,  participants 
will  review  the  reasons  for  inadequate  payments  from  Medicare  and  insurance  carriers,  as  well  as  the  tactics  you  | 
can  use  to  increase  your  payments  or  successfully  appeal  a non-payment.  (Member  tuition:  $ 1 25.00) 

Dates  & Locations:  August  16, 1995  - Columbia  - Sheraton  Hotel  and  Conference  Center 

Two  sessions:  9:00  am  - 12:00  pm  or  1 :30  am  - 4:30  pm 

Effective  Collection  Strategies:  In  this  one  day  seminar  presented  by  IC  System,  Inc.,  participants  will  learn  how 
to  collect  professionally,  using  techniques  uniquely  different  from  those  employed  by  collection  agencies  and  other 
third  party  collectors.  Participants  will  learn  how  to  establish  a written  collections  policy  and  to  maximize  the  effec- 
tiveness of  your  correspondence,  as  well  as  how  to  keep  accounts  from  becoming  delinquent  in  the  first  place.  (Mem- 
ber tuition:  $150.00) 

Dates  & Locations:  September  20, 1995  - Columbia  - Sheraton  Hotel  & Conference  Center 

For  more  information  or  to  register,  please  call  Ginny  Comer,  extension  253,  at  798-6207  in  Columbia  or  1-800- 
327-1021  statewide. 


WYETH-AYERST  PHY  iAN  AWARD  FOR  COMMUNITY  SERVICE 

W.  Curtis  Worthington,  Jr. , MD,  Charleston,  has  been  selected  as  the  recipient  of  the  prestigious  Wyeth- Ayerst  Physi-  j 
cian  Award  for  Community  Service.  Dr.  Worthington  was  nominated  by  the  Charleston  County  Medical  Society.  The 
award  will  be  presented  at  the  SCMA  Annual  Meeting  during  the  President's  Inaugural  Banquet  on  Saturday,  April 
22, 1995.  a 


l)ELE(iATES  AND  AETERNATES  1995 


AFiBEVILI.H 

AIKEN 

ALLENDALE 

Alternate: 

ANDERSON 


BAMBERG 

BARNWELL 

BEALIEORT 

BERKELEY 

Alternate: 

CHARLESTON 


Alternates: 


A.  Grady  Oliver.  MI) 

Not  availahle  at  /yress  time. 
Thomas  B.  Warren,  ,lr.,  MD 
Keith  Young,  MD 
Stuart  Barnes,  MD 
William  Biiice,  MD 
Peter  Cook,  MD 
Len  Douglas,  MD 
Clayton  (jibson.  MD 
Tom  Tuten.  MD 
Jim  Walker.  MD 
Not  availahle  at  pre.s.'i  time. 

Not  available  at  press  time. 

Not  availahle  at  press  time. 

S.  O.  Sehumatin.  Sr..  MD 
S.  O.  Schumann,  Jr.,  MD 
David  Adams.  MD 
J.  Gilbert  Baldwin.  Jr.,  MD 
Nabil  K.  Bissada,  MD 
Julian  T.  Buxton.  Jr..  MD 
William  T.  Creasman.  MD 
Bertram  C.  Einch,  MD 
Richard  Gross.  MD 
Lucinda  Halstead,  MD 
D.  Michael  Hull,  MD 
Marc  Kolender,  MD 
Clarence  W.  Legerton.  III.  MD 

G,  T,  Little.  MD 
Leonard  Lichtenstein.  MD 
Michael  A.  Maginnis,  MD 
Bright  McConnell.  III.  MD 
Alan  Nussbaum.  MD 
Baird  D.  Oldfield.  MD 
Demetrios  Papadopoulos,  MD 
William  Rambo,  MD 
Alexander  W.  Ramsay,  MD 
Allan  Rashford,  MD 

Daniel  Ravenel,  MD 
Carolyn  Reed,  MD 
Erederick  Reed,  MD 
Edmund  Rhett.  Jr..  MD 
Rudolph  Rustin.  MD 
Eugene  D.  Rutland.  MD 
Robert  Sade,  MD 
Kenneth  Spicer,  MD 
Mike  O.  Tyler,  MD 
Thomas  C.  Appleby,  MD 
Paul  Baron,  MD 

H.  Wade  Boatwright.  MD 
Bruce  M.  Elliott.  MD 
Lydia  A.  Engelhardt.  MD 
Robert  W.  Eitts,  MD 
Dennis  Fried.  MD 
George  D.  Grice.  MD 
John  R.  Hardy.  MD 
Russell  A.  Harley,  MD 
Janice  Key.  MD 
Christopher  Lahr,  MD 
Levern  Livingston,  MD 
Thomas  Leland.  MD 


Christine  Lloyd.  MD 
lidward  C.  Morrison.  MD 
.Samuel  Rosen.  MD 
Daviil  K.  Smith.  MD 
John  F.  Sorrell.  MD 
James  E.  Warmoth.  MD 
Henry  West,  MD 
G.  Frederick  Worsham,  MD 
CHEROKEE  Not  available  at  press  time. 

CHESTER  Sam  Stone,  MD 

CHESTERFIELD  Winston  Godwin.  MD 
COLLETON  Frank  Biggers,  MD 

Michael  Hawkins.  MD 
COLUMBIA  Eloisc  A.  Bradham,  MD 

Stacey  Brennen,  MD 
Charles  S.  Bryan.  MD 
C.  Guy  Castles.  III.  MD 
Belton  D.  Caughman,  MD 
Vincent  J.  Degenhart.  MD 
Myles  D.  Davis.  MD 
Alexander  G.  Donald.  MD 
John  L.  Eady.  MD 
Kathleen  P.  Flint.  MD 
Frampton  W.  Henderson.  MD 
Dixie  J.  Hines.  MD 
Warren  F.  Holland.  MD 
Edward  E.  Kimbrough.  MD 
Lawrence  Klein.  MD 
David  Koon.  MD 
Robert  Malanuk.  MD 
M.  F.  McFarland.  MD 
William  R.  McWilliams,  MD 
Robert  N.  Milling.  MD 
William  J.  Neglia.  MD 
Herbert  B.  Niestat,  MD 
John  Popp.  MD 
James  C.  Reynolds.  MD 
James  W.  Stands,  MD 
Charles  N.  Still.  MD 
Melton  R.  Stuckey.  MD 
C.  Alden  Sweatman.  MD 
Nguyen  D.  Thieu.  MD 
John  L.  Ward.  MD 
Gerald  A.  Wilson.  MD 
Alternates:  Silvia  Bloch,  MD 

Raymond  Bynoe.  MD 
Lilly  Filler,  MD 
Jeffrey  Gross.  MD 
Satish  Prabhu.  MD 
Victoria  Samuels.  MD 
Glen  Strickland.  MD 

DARLINGTON  Not  availahle  at  press  time. 

DILLON  Swift  Black,  Sr.,  MD 

Alternate:  Suzanne  G.  Black,  MD 

DORCHESTER  Not  available  at  press  time. 

EDLSTO-ORANGEBURG 

Richard  Carpenter.  Jr..  MD 
Walter  E.  Conner,  MD 
Steve  Patterson,  MD 

FAIRFIELD  Anil  J.  Kudehadkar.  MD 
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Allomatc: 

H.()RI'N(’I'; 


(ii;()R(;i;'i()WN 


Allcmalc: 

(iRliHNVIl.l.H 


Alleniates: 


GREENWOOD 


HAMPTON 

HORRY 


Alternates: 


i)Hi.ixiAn;s  AND  ai:h:rnati:s 


William  Buinhtun,  Ml) 

lid  Robinson.  .Ml) 

J.  P.  Booth.  Ml) 

Richartl  Young,  MD 

William  Boulware,  Ml) 

JASPPiR 

Not  availahle  at  press  lime. 

Bill  t'Alwards.  Ml) 

KERSHAW 

No!  available  al  press  lime. 

Mark  I'ox.  Ml) 

LANCA.SPliR 

Donna  P.  Smith.  MD 

James  1 lammoiul.  Ml ) 

LAURliNS 

Noi  available  al  press  lime. 

Ashley  Kent,  Ml) 

LliXlNGTON 

Gwendolyn  Cambron.  MD 

Sidney  Martin.  Ml ) 

P.W.  Clemen/.  MD 

James  Mock,  Ml ) 

Robert  L.  Galphin.  MD 

Berry  Monroe,  Ml) 

(i.  1 ripp  Jones.  .Ml) 

Steve  Ross,  Ml) 

1 homas  W.  .Messervy.  MD 

( ierald  Pi.  1 larmon.  Ml ) 

Prank  W.  Young.  MD 

Powell  R.  McClary.  Ml) 

Alternate: 

Hank  Powell.  MD 

Wright  S.  Skinner.  Ml) 

MARION 

lltigh  V,  Coleman.  MD 

loin  Ccrasaro,  Ml) 

Alternate: 

Kiimil  S.  Basily.  MD 

Joy  S.  Anglea.  Ml) 

MARLBORO 

Dell  A.  Dembosky  .Ml) 

J.  Dtincan  Btirnelte.  Jr..  Ml) 

Alternate: 

Paul  Zubel.  DO 

Bradford  S.  C'ollins.  Ml) 

NEWBERRY 

Nol  available  a!  press  lime. 

William  R.  Craig.  III.  Ml) 

OCONIiE 

Edward  Booker.  MD 

John  B.  Piberly.  MD 

James  Coehran.  MD 

Sutton  E.  Graham.  II,  MD 

Jim  Pruitt.  MD 

Donald  C.  Gregg.  MD 

Alternates: 

A.  T.  Crowe.  .Ml) 

Raymond  V.  Grubbs,  MD 

Don  Richardson.  MD 

Lyn  11.  Hammond.  MD 

Randy  Wetidt.  MD 

Ployd  E.  Hayes.  MD 

PlCKIiNS 

Karen  Ardis.  MD 

Wayne  M.  Hoi  linger,  MD 

R IP  Bowick.  .Ml) 

William  B.  Jones.  MD 

Jake  Holeombe.  MD 

Donald  G.  Kilgore.  Jr,.  MD 

Brad  Simpson.  MD 

J.  Rutledge  Lawson.  MD 

Boyce  Tollison.  MD 

Woodrow  W.  Long,  Jr.,  MD 

Ltirry  W.  Winn.  MD 

Joseph  C,  McAlhany.  Jr..  MD 

Alternate: 

Sandra  Ltmiberson.  MD 

T.  Wayne  McDonald.  MD 

RIDGE 

W.  Hugh  .Morgan,  MD 

James  B.  Page.  MD 

SPARTANBURG 

Sami  Elhassani,  MD 

James  A.  Robbins.  MD 

Mukesh  Gandhi.  MD 

l ed  J.  Roper.  MD 

John  W.  Johnson.  MD 

John  R.  Sanders.  MD 

Joe  Kavanagh.  MD 

John  R.  Satterthwaite.  MD 

Ann  Kelly.  MD 

Pam  S.  Snape.  MD 

Harry  Kinard,  MD 

Bruee  A.  Snyder.  MD 

Sam  Reid.  MD 

Jesse  R.  Stafford.  MD 

Mark  Visk.  MD 

Joseph  H.  Wentzky.  MD 

Auburn  Woods,  MD 

Morris  E.  Williams.  Jr,.  MD 

SUMTER-CLARENDON-LEE 

Erie  J.  Baker.  MD 

Linwood  G.  Bradford.  MD 

James  C.  Raff.  MD 

Norman  B.  Clinkscales.  MD 

Michael  D.  Stamm.  MD 

Jim  Ingram.  MD 

John  Funke,  111.  MD 

UNION 

Nol  available  al  press  time. 

Greg  Mappin.  MD 

WILLIAMSBURG  Howard  Poston.  MD 

Preston  Ttirtier,  MD 

Alternate: 

Harry  Floyd.  MD 

Ted  Vaughn.  MD 

YORK 

Nol  available  at  press  time. 

Paul  Velky.  MD 

S.  C.  SOCIETY  FOR  ALLERGY  & CLINICAL 

Bill  Warner.  MD 

IMMUNOLOGY 

N(U  availahle  at  pres.s  lime. 

Bruce  D.  Ball.  MD 

John  Charles.  MD 

Alternate: 

Da\  id  Perrick.  MD 

Paul  Cohen.  MD 

S.  C.  SOCIETY  OF  ANESTHESIOLOGISTS 

Glenn  Gangi.  MD 

Edwin  A.  Bowe.  MD 

Edward  Hayes,  MD 

Alternate: 

Gordon  L.  Langston.  MD 

John  Molnar.  MD 

S.  C.  CARDIAC  & THORACIC  SURGICAL  SOCIETY 

Erie  Senn,  MD 

Not  available  at  press  time. 

Eston  Williams.  Jr..  MD 

S.  C.  DERMATOLOGICAL  ASSOCIATION 

Mare  Binard.  MD 

Kenneth  R.  Warrick,  MD 

William  Greene.  MD 

S.  C.  COLLEGE  OF  EMERGENCY  PHYSICIANS 

Kimberly  Goh.  MD 

Nr)  Delegate 
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S.  C.  ACADEMY  OF  FAMIl.Y  I'l  lYSK'l ANS 
Sidney  A.  Aheieromhie.  Ml^ 
Allernaie:  Alborl  D.  Mims,  MD 

S.  C.  SOCIETY  OF  INTEKNAF  MEDICINE 
F.  Kav  Huntington.  MD 
S.  C.  ASSOCIATION  OF  NFUROFOCilCAF 
SDROFONS  Not  available  a!  press  lime. 

S.  C.  NFUROFOCilCAF  ASSOCIATION 
No  Delegate 

S.  C.  SECTION.  AMERICAN  COEFFCiF  OF  OB/CiYN 
Sahalore  Rini,  MD 
S.  C.  ONCOFOGY  SOCIETY 

John  S.  Ravita,  MD 

S.  C.  .SOCIETY  OFOPirrilAFMOFOG\’ 

Thomas  A.  Whitaker.  MD 
Alteniiite:  Fowre>  P.  King.  MD 

S.  C.  ORTHOPAEDIC  ASSOCIATION 
James  H.  Hill.  Jr..  MD 
Alternate:  James  .1.  McC'oy,  Jr.,  MD 

S.  C,  SOCIETY  OFOTOFARYNGOFOGY.  HEAD 
AND  NECK  SURGERY 

James  R.  Wells.  MD 
Alternate:  Warren  Adkins,  MD 

S,  C.  SOCIETY  OF  PATHOLOGISTS 

Hans  K.  Habermeier.  MD 
S.  C.  CHAPTER.  AMERICAN  ACADEMY  OF 
PEDIATRICS  Franeis  Rushton.  MD 
Alternate:  Dane  Pieree.  MD 

S.  C.  CHAPTER.  AMERICAN  COLLEGE  OF 
PHYSICIANS  No  Delegate 
S.  C.  SOCIEIA'  OF  PLASTIC  & RECONS  T RUCTIVE 
SURGEONS  Steven  K.  White.  MD 
Alternate:  Samuel  Matthews,  MD 

S.  C.  PHYSICAL  MEDICINE  & REHABILITATION 
Greg  Jones,  MD 

Alternate:  Traey  Lynn  McFall.  MD 

S.  C.  PSYCHIATRIC  AS.S0C1AT10N 
No  Delegate 

S.  C.  RADIOLOGICAL  SOCIETY 

H.  W'.  San  lord.  MD 
.-Mlernate:  Robert  J.  Caswell.  II.  MD 

S.  C.  CHAPTER  OF  THE  AMERICAN  COEEEGE  OF 
SURGEONS  No  Delegate 
S.  C.  SURGICAL  SOCIETY 

Not  available  at  press  time. 

S.  C.  THORACIC  SOCIETY 

No  Delegate 

S.  C.  UROLOGICAL  ASSOCIATKJN 

Not  available  at  press  time. 

S.  C.  VASCULAR  SURGICAL  SOCIETY 
Daniel  Rush.  MD 

Alternate:  William  M.  Moore,  MD 

YOUNG  PHYSICIANS  SECTION 

Mareh  Seabrook,  MD 
RESIDENT  PHYSICIANS  SECTION 
Waller  Hiott.  MD 
Alternate:  Mark  Lyles.  MD 

MUSC.  DEAN.  COLLEGE  OF  MEDICINE 
Layton  MeCurdy.  MD 
use,  DEAN,  .SCHOOL  OF  MEDICINE 
Larry  R.  Faulkner.  MD 

U.SC  MEDICAL  .STUDENT  SECTION  PRESIDENT 


.Michael  Buhel 

use  MEDICAL  .STUDEN  I'  SFiC  TION  PRI.SIDIiNT 
Larry  R.  Faidkner 
PAREIMENTARIAN 

James  Ingram.  MD 

SPEAKER  OE  'niE  HOUSErOE  DEEECiATES 
Roger  A.  ( itiddy,  MD 

VICE  SPEAKER  OF  THE  HOUSE;  OF  DEEIiGATIiS 
William  H.  Hester.  MD 
TWO  IMMEDIATE  PA.ST  PRESIDENT'S 

lidward  W.  Catalano,  MD 
Bartolo  M Barone.  MD 

PHYSICIAN  .MEMBER  OF  THE  DHEC  BOARD 
Not  available  at  press  time. 

reprf;sentativf;.  state  board  of  mf;dicai. 

EXAMINERS 

C.  Dayton  Riddle.  MD 
AMA  DELEGATES 

Daniel  W.  Brake.  MD 
Charles  R Dunean.  Jr..  MD 
J.  Chris  Hawk,  III.  MD 
Walter  J.  Roberts.  Jr.,  MD 
AMA  ALTERNATE  DELEGATES 

Roger  A.  Gaddy.  .Ml) 

Stephen  A.  Imbeau.  MD 
John  W.  Simmons,  MD 
S.  Nelson  Weston.  MD 
.SCMA  BOARD  OF  TRUSTEES 

O.  Mai'ii)!!  Burton.  VID.  President 
Benjamin  E.  Nicholson.  MD. 
President-Elect 

Carol  S.  Nichols.  MD.  Treasurer 

Bryan  E.  W'alker.  MD.  Secretary 

Richard  E.  Ulmer.  MD,  Trustee. 

First  District.  Executive  Committee 

Member-at-Earge 

John  B.  Johnston.  MD.  Trustee. 

First  District 

S.  Nelson  Weston.  MD.  Trustee. 
Second  District.  Chairman  ol  the 
Board 

Vasa  W.  Cate.  MD.  Trustee.  Second 
District 

George  P.  Cone.  Jr..  MD.  Trustee, 
Third  District 

Patricia  P.  Westmoreland.  MD. 
Trustee.  Fourth  District 
Jerry  R.  Powell.  MD.  Trustee, 
Fourth  District.  Vice  Chairman  ol 
the  Board 

R.  Duren  Johnson.  Jr..  MD.  Trustee. 
Filth  District 

Kenneth  E.  DeHart.  MD.  Trustee. 
Sixth  District.  Clerk 
Sompong  Kraikit.  MD.  Trustee. 
Sixth  District 

J.  Capers  Hiott.  MD.  Trustee, 
Seventh  District 

Dallas  Lovelace,  111.  MD,  Frustee. 
Eighth  District 

Robert  Taylor.  MD,  Trustee.  Ninth 
District 
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Health 

Volunteers 

Overseas 


Health 
Volunteers 
Overseas  is 
dedicated  to  improving  the 
availability  and  quality  of  health  care 
in  developing  countries  through 
training  and  education.  Volunteer 
your  skills!  Beeonie  a member 
of  Health  Volunteers  Overseas! 


Call  202-296-0928 


BE  AN  AIR  FORCE 
PHYSICIAN. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  and  benefits 
you  enjoy  as  an  Air  Force  professional, 
along  with: 

• 30  days  vacation  with  pay  per  year 

• Dedicated,  professional  staff 

• Non-contributing  retirement  plan  if 
qualified 

Today’s  Air  Force  offers  the  medical  envi- 
ronment you  seek.  Find  out  how  to  quali- 
fy. Call  USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 
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THE  PRESIDENT 

The  same  Yogi  Berra  who  said  “It  ain't  over 
‘til  its  over"  is  also  attributed  as  having  stated  “I 
want  to  thank  everyone  who  made  this  day  nec- 
essary." Well,  my  term  as  your  president  is  almost 
over  and  I want  to  thank  you.  my  colleagues,  w ho 
made  this  year  most  remarkable  for  me.  It  has 
been  a distinct  honor  to  serve  you.  our  beloved 
profession,  and  our  patients.  This  is  a time  w hich 
has  been  filled  with  great  experiences  that  will 
result  in  lasting  memories.  More  importantly.  1 
trust  that  the  days  have  been  productively  spent 
for  the  House  of  Medicine  in  South  Carolina.  The 
accomplishments  of  the  South  Carolina  .Medi- 
cal Association  (SC.MA)  in  the  last  12  months 
are  due  largely  to  a committed,  talented  and  dili- 
gent staff.  Board  of  Trustees  and  committee  lead- 
ership. In  fact,  our  SCMA  is  extremely  effective 
and  well-positioned  to  carr>'  us  into  and  through 
this  period  of  rapid  change  for  our  profession.  I 
am  pleased  to  recount  the  year's  momentum  for 
you.  Our  own  managed  care  product.  Physicians 
Care  Network,  has  three  large  contracts,  two 
statewide  and  one  area-specific.  Self-insured 
employers  all  over  South  Carolina  are  demon- 
strating an  intense  interest  in  our  plan  and  I pre- 
dict that  the  number  of  participating  institutions 
and  covered  lives  w ill  increase  rapidly  and  dra- 
matically. Barbara  Whittaker.  Senior  Vice  Pres- 
ident. and  George  O'Laughlin.  Director  of  Mar- 
keting. are  to  be  commended  for  their 
perseverance,  dedication  and  enthusiasm.  Our 
netw  ork  still  needs  you  to  be  successful.  If  you 
have  not  enrolled  as  a participating  provider, 
please  do  so  now.  Remember,  this  is  your  man- 
aged care  company. 

The  South  Carolina  Institute  for  .Medical  Edu- 
cation and  Research  (SCIMER)  has  successfully 
implemented  the  Section  170  program  that 
allows  you  to  accumulate  additional  tax-advan- 
taged retirement  savings.  There  are  over  1 7 mil- 
lion dollars  in  annuity/insurance  accounts  which 
will  benefit  SCI.MER's  efforts  as  well  as  sup- 
plement the  retirement  incomes  of  participating 
SCMA  members.  To  take  advantage  of  this 
unique  benefit,  call  Brian  Bock  or  Richard 


Howard  at  the  SCMA  Headquarters. 

You  demonstrate  your  unselfishness  and  car- 
ing by  continuing  to  increase  participation  in 
Comnum-I-Care.  To  date  o\er  900  physicians 
have  served  over  8.000  needy  citizens  of  South 
Carolina.  .Many  doctors  report  great  satisfaction 
in  treating  these  patients,  and  the  staff  and  orga- 
nization of  the  project  make  the  mechanism  as 
painless  and  trouble-free  as  possible  for  indi- 
vidual practices.  Eor  more  information  or  to 
enroll  as  a contributing  provider,  call  Commun- 
l-Care  at  1-800-763-0059. 

.Medicaid  is  a large  payor  of  health  care  in  South 
Carolina.  Through  the  pending  Palmetto  Health 
Initiative  (PHI),  over  600.000  enrollees  will  be 
placed  in  managed  care  arrangements.  If  this  pro- 
gram is  implemented  in  1 996.  it  w ill  have  a dra- 
matic effect  on  the  health  insurance  market  in  the 
Palmetto  State.  There  are  a score  of  health  main- 
tenance organizations  ( H.MOs)  in  v arious  stages 
of  the  application  process  to  the  South  Carolina 
Insurance  Commissioner  for  licensure  to  do  busi- 
ness in  the  state.  For  many  of  them,  the  first  prod- 
uct will  be  the  PHI  because  of  the  vast  numbers 
of  new  covered  lives  and  the  probability  that 
these  new  (to  SC)  companies  can  attract  signif- 
icant numbers  of  these  enrollees.  With  this  core 
of  financial  base,  the  H.MOs  can  then  pursue 
other  marketing  opportunities  w ith  South  Car- 
olina industries,  businesses  and  governmental 
entities.  Physicians  w ill  be  able  to  participate  in 
PHI  through  these  managed  care  contracting 
intermediaries  and/or  directly  w ith  the  Health  and 
Human  Ser\  ices  Finance  Commission  ( HHSFC/ 
the  .Medicaid  agency)  via  a mechanism  called  the 
Physicians  Enhanced  Program  (PEP).  This 
model  capitates  the  primary  care  physician  at  a 
fixed  monthly  sum  for  pro\  iding  routine  care  and 
pays  fee-for-service  to  all  other  specialists.  This 
arrangement  does  not  involve  an  intermediary 
HMO  and  could  have  fewer  complexities.  The 
SC.MA  has  asked  for  a third  option  for  physician 
participants  and  that  is  a fee-for-service  model 
w ith  a nominal  monthly  management  fee  (.S4  or 
so)  for  the  primary  care  doctor  to  actually  pro- 
vide some  gatekeeper  ser\  ices.  Thus  far  this  fea- 
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Uirc  is  iiol  in  Ihc  proposal.  Your  slalTand  Icarl- 
crship  have  been  aelively  involved  in  the  devel- 
opment ol  PHI  lor  over  IS  months.  Ill  ISFC'  ;ind 
the  (iovernor's  olTiee  have  been  reeeptive  to  our 
ininit  and  aetively  seek  our  ativiee.  With  eon- 
tinued  eollaboration,  the  upheaval  experieneed 
in  the  d’ennCare  program  ean  be  avoided,  d'he 
PHI  must  not  beeome  linaneially  and  adminis- 
tratively erippling  to  South  Carolina  doetors,  and 
your  stall  is  monitoring  developments  elosely. 
Meanwhile,  please  eonsider  beeoming  a partie- 
ipating  provider  in  one  or  both  ol  the  options 
(HMO  and  PEP)  when  this  program  is  imple- 
mented s(,)metime  in  199b.  Ilyou  have  t|uestions 
or  seek  more  inl'ormation  about  PHI.  please  eall 
the  SCMA’s  speeial  lK)tline  number.  1-800-825- 
782 1 . Stall  will  respond  to  your  questions  and/or 
eomments  and  publish  questions  of  partieular 
interest  to  the  membership  in  the  “SCMA 
Newsletter.”  It  is  important  that  physieians 
assume  a leading  role  in  the  lurther  development 
and  implementation  of  this  mammoth  ehange  in 
health  eare  delivery  for  many  South  Carolinians. 

Your  Board  of  Trustees  and  staff  have  been  eon- 
sidering  alternatives  to  assure  that  the 
patient/physician  relationship  is  preserved  in  the 
shift  to  a health  insuranee  market  in  which  man- 
aged care  companies  have  more  dominance.  At 
the  SCMA  House  of  Delegates  (HOD),  several 
proposals  will  be  introdueed  for  consideration, 
including  a Managed  Care  Improvement  Act  and 
a Patient  Choice  Bill.  If  the  HOD  consensus  is 
to  pursue  legislation,  the  proposal  will  be  intro- 
duced in  the  1 996  General  Assembly.  The  House 
of  Medicine  in  South  Carolina,  however,  must 
be  unified  and  committed  to  this  effort  in  order 
for  it  to  succeed. 

SCMA  Financial  Services.  Ine.  is  solidly  prof- 
itable and  experiencing  rapid  growth.  As  SCMA 
members,  we  can  contribute  to  the  success  of  our 
organization  simply  by  purchasing  our  profes- 
sional liability,  life,  disability,  propcrty/easual- 
ty.  and  other  insurance  needs  through  this  sub- 
sidiary. The  products  offered  are  attractively 
priced  due  to  volume  purchases  and.  in  many 
eases,  designed  specifically  for  physician 
lifestyles  and  preferences.  Please  call  Vie  Paschal 
or  Nancy  Canniff  when  you  have  insuranee 
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ncetls  or  questions. 

SCIMHR  received  a highly  competitive  Robert 
Wood  .lohnson  Foundation  Reach  Out  grant  to 
link  i^rivate  practicing  physieians  with  local  pub- 
lic health  departments  in  order  to  provide  med- 
ical homes  for  more  children  in  underserved 
areas.  .SClMFR's  program,  PARTNIiRSHIPS 
FOR  CHIFDRFN.  allows  the  doctor  to  eare  for 
more  patients  by  utilizing  public  health  providers 
for  support  services.  This  puhlie/private  part- 
nership efficiently  utilizes  local  resources  while 
keeping  health  eare  where  it  belongs  - in  the 
physician’s  office.  This  is  truly  placing  the  well- 
being of  the  patient  and  community  first. 

The  Inter- .Specialty  Council  consists  of  repre- 
sentatives from  specialty  societies  in  the  SCMA 
House  of  Delegates,  who  focus  on  health-relat- 
ed bills  currently  debated  in  the  South  Carolina 
Fegislature.  During  the  couneirs  meetings,  there 
has  been  some  consensus,  some  disagreement, 
and  in  every  instance  a greater  awareness  and 
understanding  of  differing  views.  More  impor- 
tantly. issues  of  quality,  access  to  and  afford- 
ability of  health  eare  have  permeated  the  dis- 
cussions. SCMA  members  and  specialty  society 
physicians  ean  be  Justly  proud  that  their  repre- 
sentatives are  putting  patient  interest  high  on  each 
agenda  item.  The  potential  is  enormous  for  this 
forum  to  unify  our  profession  around  advocacy 
for  those  we  serve. 

There  is  an  exciting  new  partnership  developing 
between  the  SCMA  and  the  South  Carolina  Hos- 
pital Association  (SCHA).  Selected  members 
from  both  Boards  of  Trustees,  along  w ith  appro- 
priate staff,  are  exploring  ways  hospitals  and 
physieians  ean  combine  energies  to  better  serve 
patients  and  communities.  With  these  two  dom- 
inant health  care  organizations  in  any  South  Car- 
olina locale  focusing  on  access,  quality  and  cost, 
progress  is  likely. 

Finally,  I am  pleased  to  report  that  the  SCMA 
is  positioned  to  be  a strong  and  enduring  resource 
to  our  profession  as  we  enter  these  turbulent 
times.  Membership  has  increased  by  over  600 
physieians  in  the  past  12  months.  This  18  per- 
cent growth  is  incredible  for  a medical  associ- 
ation. The  staff  is  talented,  focused  and  energetic. 
Our  finances  are  sound  and  the  new  subsidiaries 
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are  prof  itable.  Our  Chief  Exeeutive  Offieer.  Bill 
Mahon,  i.s  respeeted  nationwide  for  his  astute 
inanagenient,  innovative  produets,  legislative 
aeuinen.  and  stauneh  advoeaey  for  niedieine.  We 
have  an  outstanding  Board  of  Trustees  and  a stal- 
wart ehairinan  in  Dr.  Nelson  Weston.  SCMA 
eoniinittee  leadership  is  as  strong  as  1 have  ever 
seen.  Under  the  leadership  of  Dr.  Walt  Roberts, 
an  AMA  Delegate.  South  Carolina  eontinues  to 
be  well-respeeted  from  eoast  to  eoast.  Dr.  Randy 
Smoak.  the  first  South  Carolina  physieian  in  .^0 
years  to  serve  on  the  AMA  Board  of  Trustees, 
has  represented  us  in  a most  esteemed  fashion. 
1 am  honored  to  have  served  with  the  finest.  Dr. 
John  Preston  in  71ie  Recorder  “All  that  is 
past  is  prologue-whieh  means  you  ain't  seen 
nothing  yet."  I leave  this  offiee  with  a elear  eon- 
vietion  that  with  this  ealiber  of  organization  sup- 
porting South  Carolina  physieians,  “You  really 
ain't  seen  nothing  yet."  Thank  you  for  allowing 
me  to  serve  as  your  1 3 1 st  President. 

().  Marion  Burton.  MD 

President 

THE  SECRETARY 

The  past  year  has  been  very  good  for  South  Car- 
olina Medieal  Assoeiation  (SCMA)  membership 
growth.  While  the  total  number  of  physicians  eli- 
gible for  membership  has  decreased  from  6.640 
to  6.612,  the  number  of  SCMA  members  has 
increased  from  3.672  to  3.977.  This  gives  us  a 
60. 1 % membership  total  compared  to  55.3%  at 
this  same  point  in  time  last  year.  This  percent- 
age is  well  above  the  national  average.  While  this 
increase  is  partly  due  to  the  requirement  of 
SCMA  membership  in  order  to  be  a member  of 
the  Physicians  Care  Network  (PCN),  1 would  like 
to  think  that  some  of  the  increase  is  due  to  a 
growing  awareness  of  the  importance  of  partic- 
ipation in  organized  medicine.  I think  this  is 
reflected  in  the  increase  in  membership  of  South 
Carolina  physicians  in  the  American  Medical 
Association  (AMA).  We  have  1.963  members 
this  year  as  compared  to  1 ,925  at  this  time  last 
year. 

Although  the  above  statistics  would  seem  to 
indicate  a bright  future  for  the  SCMA.  there  are 
other  factors  which  may  indicate  the  opposite. 


More  and  more  specialty  and  sub-specialty 
groups  are  isolating  themselves  and  attempting 
to  “go  it  alone."  This  is  especially  true  when 
negotiating  with  HMOs,  PHOs  and  other  reim- 
bursement entities.  1 his  also  appears  to  be  the 
case  in  dealing  with  the  legislature.  While  this 
approach  may  be  expedient  and  rewarded  with 
initial  financial  gains,  the  long-term  effects  may 
be  disastrous.  A very  successful  tactic  in  war  is 
to  di\  ide  and  conquer.  By  dividing  ourselves  we 
are  aiding  and  abetting  the  control  of  medicine 
by  entities  other  than  those  who  should  rightf  ully 
be  in  control  - the  physieians  themselves. 

While  there  are  wide  differences  between  spe- 
cialties in  regard  to  workload,  time  off  and  reim- 
bursement. 1 feel  there  is  a great  deal  of  common 
ground  between  us.  Change  is  definitely  coming 
and  to  some  it  may  well  be  very  painful.  But  by 
working  together,  with  a lot  of  give  and  take,  I 
feel  we  can  make  these  changes  a lot  less  painful, 
preserve  organized  medicine  and  keep  control  of 
medicine  in  the  proper  hands. 

Our  President,  Dr.  Marion  Burton,  has  initiat- 
ed an  Inter-Speeialty  Council  which  offers  an 
excellent  forum  for  the  problems  facing  our  spe- 
cialties, as  well  as  medicine  as  a whole.  The  ini- 
tial meeting  has  been  well  attended  and  well 
received.  Please  encourage  the  leadership  of  your 
specialty  to  attend  and  participate  in  this  very 
important  and  timely  council. 

1 would  like  to  encourage  you  to  become  a par- 
ticipating physician  in  the  PCN  if  you  have  not 
already  done  so.  1 believe  we  have  a fine  prod- 
uct to  offer  the  business  community  and  our  com- 
mitment to  it  will  ensure  its  success. 

Thank  you  for  allowing  me  to  serve  as  your  sec- 
retary this  year  and  I look  forward  to  working 
with  you  in  the  future  to  make  the  SCMA  as 
strong  as  it  can  be. 

Bryan  L Walker.  Ml) 

Secretary 

THE  TREASURER 

As  I complete  my  first  year  as  treasurer  of  the 
South  Carolina  Medieal  Association  (SCMA), 
I would  like  to  present  a short  report  about  the 
SCMA's  financial  condition.  A more  compre- 
hensive report  will  be  presented  to  the  1995 
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House  ol'  Delegales  in  ('liarleston. 

For  the  year  ended  June  30,  1994.  (he  SCMA 
liad  net  expenses  over  revenue  ineluding  depre- 
eiation  or$l6(),857.00.  However,  il'one  exeludes 
del  ireeiation  expense  of  $42,69 1 .00,  the  SCMA 
liad  net  operating  expenses  over  revenues  of 
$ 1 1 8. 1 66,0t).  'Hie  SCMA  had  a Inind  Balanee  of 
$ 1 .34 1 ,887.00  as  of  June  30.  1 994. 

fhe  SCMA’s  eurrent  finaneial  eondition  for  the 
eiglit  months  ended  January  1 995  projeels  a po.s- 
itive  finaneial  position.  At  tlie  end  ol' January,  the 
SCMA  had  revenue  over  expenses  of  $ 1 1 1 ,277. 
We  eurrently  projeet  that  the  SCMA  will  have 
an  exeess  of  revenue  over  expenses  for  this  fis- 
eal  year. 

The  investment  polieies  of  the  SCMA  and  its 
affiliates  have  eontinued  in  a similar  manner,  as 
in  past  years,  with  diversified  investments  in  fed- 
eral treasury  and  ageney  notes  and  money  mar- 
ket funds. 

For  several  years,  SCMA's  poliey  has  been  to 
maintain  total  reserves  equal  to  one  year’s  oper- 
ating budget.  The  organization’s  yearly  budget 
has  grown  to  sueh  a large  amount  that  sueh 
reserves  are  eonsidered  excessive  by  good  busi- 
ness standards.  The  Board  of  Trustees  voted  in 
September  and  set  the  total  reserves  at  or  above 
$1  millon.  That  change  has  allowed  SCMA  to 
provide  for  starting  expenses  to  PCN  to  be 
returned  as  PCN  becomes  profitable. 

We  have  a history  of  operating  on  a sound 
finaneial  basis  and  we  should  continue  to  do  so. 

For  the  fiscal  year  ending  June  1 996,  we  pro- 
ject a surplus  of  revenue  over  expenses. 

I thank  the  membership  for  the  privilege  of 
serving  as  your  treasurer  for  the  past  year. 
Carol  S.  Nichols,  MD 
Treasurer 

THK  CHAIRMAN  OF  THE  BOARD 

Your  board  has  witnessed  a suiprising  year  in 
health  care.  At  this  time  last  year,  who  would  have 
predicted  the  collapse  of  the  Clinton  health  care 
proposal  and  the  Republican  landslide  victory  in 
November.  With  these  events  the  status  of  gov- 
ernment health  system  reform  has  taken  a back 
seat  and  only  incremental  reforms  are  being  sug- 
gested. Certainly  these  are  not  priority  items  in 


Washington.  Despite  these  events,  health  .system 
reform  continues  to  take  place  but  much  more  so 
on  a local  or  statewide  level.  Managed  care  is 
making  its  way  into  every  community  and  this  is 
obviously  where  real  reform  is  taking  place.  Your 
board  has  witnessed  these  magical  events  .some- 
times having  difficulty  believing  what  we  were 
seeing,  but  always  deciphering,  adapting,  and 
modifying  our  decisions  to  do  what  was  in  the 
best  interest  of  our  patients  and  profession.  To 
emphasize  the  environment  in  which  we  are 
working,  I would  like  to  point  out  to  you  the  Pal- 
metto Health  Initiative  (the  Medicaid  waiver) 
which  has  been  approved  by  HCFA.  Although  it 
will  affect  over  a half  million  .South  Carolinians 
and  every  physician  provider  in  the  state,  it  has 
not  yet  been  funded  by  the  legislature  or  approved 
by  the  governor  and  the  Budget  and  Control 
Board.  At  the  time  of  writing  this  report,  no  one 
in  South  Carolina  knows  whether  this  plan  will 
be  implemented  or  not. 

Despite  these  difficult  times,  your  board  has 
been  diligent  in  following  the  House  of  Delegates 
directions  and  ensuring  that  the  South  Carolina 
Medical  Association  (SCMA)  continues  to  be  a 
significant  or  leading  player  in  the  economics  and 
politics  of  health  care  in  this  state.  Following  the 
House  of  Delegates  instructions,  we  became  part 
of  a coalition  that  has  developed  legislation  for 
smoke-free  schools  and  incorporated  the  licen- 
sure of  tobacco  sales  into  this  legislation.  We 
have  been  vocal  in  our  decision  to  oppose  all 
elective  home  deliveries  and  to  rescind  the  licen- 
sure of  lay  midwives.  Your  board,  in  cooperation 
with  the  South  Carolina  Hospital  Association, 
has  formed  a Health  Care  Policy  Committee 
which  will  ensure  that  providers  work  together 
for  the  benefit  of  patients  in  the  new  health  care 
environment. 

We  made  an  important  decision  to  reduce  our 
operating  reserves  to  one  million  dollars  as 
opposed  to  a year’s  budget  (one  and  half  a mil- 
lion dollars)  in  order  to  fund  Physicians  Care  Net- 
work. In  regards  to  PCN,  we  remain  confident 
that  this  will  be  a successful  venture  and  we  are 
all  pleased  with  Barbara  Whittaker’s  leadership 
in  this  area. 

At  the  1 994  Annual  Meeting,  the  House  of  Del- 
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egates  asked  us  to  consider  several  resolutions 
and  report  back  to  them  in  1995.  In  the  past  we 
have  simply  reported  the  board's  action  in  the 
Chairman’s  report.  This  year  there  will  be  sev- 
eral independent  reports  that  will  be  considered 
by  the  House  of  Delegates.  This  is  being  done 
because  of  the  complexity  and  importance  of  the 
issues  and  we  hope  that  this  method  of  report- 
ing w'ill  meet  with  your  approval.  Examples  of 
these  are.  Report  B-23,  Patient  Access  to  Der- 
matological Care;  Report  B-25,  Any  Willing 
Provider  Legislation;  and  Report  B-24,  School- 
Based  Health  Clinics.  This  method  of  reporting 
is  similar  to  the  AM  A board's  handling  of  their 
reports.  The  reference  committees  and  the  House 
of  Delegates  will  be  given  specific  instructions 
from  the  Speaker  of  the  House  on  how  these 
reports  should  be  handled. 

1 would  like  to  emphasize  Report  B-25,  Any 
Willing  Provider  Legislation,  which  is  perhaps 
the  most  important  issue  of  the  day.  We  were 
instructed  to  develop  and  introduce  legislation 
which  would  ensure  patients’  rights  to  choose 
their  physicians  and  physicians’  rights  to  par- 
ticipate in  a managed  care  environment.  This  has 
been  done  and  the  Managed  Care  Improvement 
Act  is  being  presented  to  you  in  the  form  of  a 
report.  Our  plan  was,  and  remains,  to  present  this 
document  at  the  Annual  Meeting,  get  unanimous 
support  and  take  it  to  the  legislature.  Because  of 
the  political  situation,  we  knew  getting  this  leg- 
islation passed  would  take  a grassroots  effort  with 
each  member  of  the  SCMA  taking  an  interest  and 
encouraging  his  or  her  individual  legislator  to 
support  the  bill.  Anything  less  would  diminish 
the  chances  of  the  bill  passing.  Our  plans  were 
to  mount  this  effort  over  the  next  year  and  pass 
the  bill  in  1996.  However,  our  best  laid  plans 
were  interrupted  this  year  when  Senator 
McConnell  of  Charleston  introduced  Senate  Bill 
384,  a point-of-service  bill,  (in  some  ways 
stronger  than  ours  but  with  potential  flaws)  that 
we  could  support.  At  the  newly  formed  Inter- 
Specialty  Council,  the  bill  was  presented  and  we 
were  unable  to  get  unanimous  approval  of  this 
bill.  Without  unanimous  approval  we  believe  that 
the  bill  will  not  pass.  Our  decision  remains  to 
bring  our  bill  to  you,  get  overwhelming  approval. 


and  take  it  to  the  legislature  next  year.  Please 
understand  that  staff,  lobbyists  and  board  will  not 
be  enough  in  this  undertaking.  For  this  bill  to  be 
successful,  it  will  take  each  of  you  to  make  an 
extraordinary  ef  fort.  You  must  contact  members 
of  the  legislature  by  politicking,  cajoling  and 
doing  whateverel.se  is  ethically  correct  in  obtain- 
ing their  vote. 

Please  bear  in  mind  that  sometimes  what 
appears  to  be  the  best  for  you  and  your  special- 
ty may  not  always  be  what  is  in  the  best  inter- 
est of  the  entire  profession  over  the  long  haid. 
We  should  always  put  our  patients  first,  main- 
taining our  ethics  and  professionalism.  Our  oppo- 
nents know  how  to  divide  and  conquer.  Let’s  not 
make  it  easy  for  them.  We  must  us  show  them 
a united  front.  Do  not  forget  that  the  SCMA  rep- 
resents the  entire  federation  of  physicians  in  this 
state  and  accordingly  our  charge  is  to  act  in  the 
best  interest  of  our  entire  profession. 

In  closing,  it  is  a special  privilege  to  work  with 
Bill  Mahon  and  his  staff.  No  words  can  express 
my  admiration  for  Bill.  He  is  at  the  top  of  his  pro- 
fession on  a national  and  state  level.  We  are 
indeed  fortunate  to  have  him. 

I thank  all  of  you  for  allowing  me  to  serve.  At 
the  end  of  our  Annual  Meeting  we  should  know 
our  direction.  Let’s  get  together  and  get  it  done. 

S.  Nelson  Weston,  Ml) 

Chairman  of  the  Board 

thf:  speaker  oe  the  house 

The  147th  Annual  Meeting  & Scientific 
Assembly  of  the  South  Carolina  Medical  Asso- 
ciation (SCMA)  will  be  held  April  2()th  through 
April  23rd,  1995,  in  the  Omni  Hotel  at  Charleston 
Place.  The  schedule  for  the  clinical  sessions, 
social  gatherings,  and  the  House  of  Delegates  has 
been  carefully  arranged  to  allow  you  to  partic- 
ipate in  all  activities  to  the  fullest  extent.  Dr.  Jim 
Haynes  and  the  Continuing  Medical  Education 
Committee  have  ananged  an  outstanding  array 
of  speakers  to  update  us  in  various  aspects  of 
medicine.  We  will  have  Plenary  Sessions  on 
“Infectious  Disease,”  “Changes  in  Health  Care,” 
and  the  “What’s  New  In”  session  on  Thursday 
afternoon  that  will  present  a variety  of  topics  in 
condensed  20-minute  lectures.  In  addition,  there 
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will  he  a workshop  on  "Rocognilion  and  Rre- 
vcnlion  of  Adolesccnl  Alcohol  and  Di  ng  Use” 
and  also  a seienlilie  session  inesenled  hy  ihe 
SUMA  C'oinmiUee  on  Sports  Medicine.  At  least 
12  s|veialty  societies  will  also  have  seientillc  ses- 
sions w hich  w'ill  oi  ler  updates  on  a wide  variety 
oI  sLihieets.  I 'onrteen  CMli  credit  hours  can  he 
ohtainerl  heginning  dduirsday  alternoon  and 
exteiuling  through  Saturday  alternoon. 

Special  guests  lor  the  week  will  ineliide  Dr. 
Richard  ('orlin,  Vice-Speaker  of  the  American 
Medial  Association  (AMA)  I louse  of  Delegates; 
Dr.  I liad  Wester.  President  of  the  North  Caroli- 
na Medical  Association;  Dr.  Boh  Lanier,  Presi- 
dent of  the  Georgia  Medical  As.soeiation;  and  Dr. 
Lewis  Cancel laro.  President  of  the  Southern 
Medical  Association;  also  Dr.  James  White  rep- 
resenting the  American  F\)litieal  Action  Com- 
mittee (AMPAC).  On  Saturday  evening  at  the 
inaugural  hanquet,  we  will  honor  Dr.  Benjamin 
(Ned)  Nicholson.  The  cost  of  the  inaugural  han- 
quet is  being  subsidized  this  year,  and  tickets  will 
be  at  a reduced  rate.  We  encourage  all  attendees 
to  attend  the  hanquet,  which  should  conclude 
early  enough  Saturday  night  to  allow  extra  free 
time  to  “go  out  on  the  town." 

Your  Board  of  Trustees,  officers  and  staff  have 
worked  hard  this  year  to  implement  those  reso- 
lutions and  recommendations  adopted  hy  the 
House  of  Delegates  at  its  1994  meeting.  The  sta- 
tus of  these  actions  is  included  in  a lengthier  ver- 
sion of  my  report  to  the  House  of  Delegates.  At 
the  1994  meeting,  you  asked  that  the  SCMA 
encourage  all  state  buildings,  including  athlet- 
ic facilities,  he  declared  smoke-free,  and  a let- 
ter was  .sent  to  Governor  Carroll  Campbell  mak- 
ing that  request.  Also,  a joint  letter  from  the 
SCMA  and  the  South  Carolina  Academy  of  Pedi- 
atries was  sent  to  the  South  Carolina  Secretary 
of  Education,  Barbara  Neilsen,  asking  that  all  92 
school  districts  in  South  Carolina  be  tohaeeo-free 
for  students  and  teachers.  Also,  the  SCMA  is 
continuing  to  work  with  the  AMA  to  repeal  the 
onerous  regulation  of  the  Clinical  Laboratories 
Improvement  Act. 

Items  referred  to  the  Board  of  Trustees  for 
report  hack  in  1995  include  a report  on  school- 
based  and  school-linked  elinies.  physician  care 


responsibility  and  direct  access  to  ilermatolog- 
ieal  care.  As  you  peruse  these  I louse  actions  from 
last  year  and  listen  to  various  staff  and  officers' 
reiiorts,  including  that  of  our  chief  executive  offi- 
cer, you  will  undoubtedly  see  the  direction  you 
set  lor  our  association  has  resulted  in  numerous 
successes  this  past  year. 

Our  profession,  through  its  grass  roots  orga- 
nization, .SCMA  and  AMA,  helped  innueiiee  our 
congressmen  aiul  senators  to  realize  that  the  last 
thing  American  medicine  needs  is  another  gov- 
ernment-run bureaucracy.  Your  president,  pres- 
ident-elect and  board  chairman,  along  with  key 
staff  members,  have  accessibility  and  credibil- 
ity with  our  congressional  delegation  in  Wash- 
ington. fheir  input  to  these  congressmen  and  sen- 
ators will  continue  to  innuence  the  health  system 
debate.  As  we  review  our  progress  this  past  year, 
we  owe  a great  debt  of  gratitude  to  our  hard- 
working Chief  Executive  Officer.  Mr.  Bill 
Mahon,  and  his  staff  who  serve  us  so  well.  With- 
out the  hard  work  and  dedication  of  these  men 
and  women,  we  would  not  have  our  efficient, 
successful  organization.  When  you  see  them  at 
this  meeting.  1 encourage  you  to  thank  them  for 
all  that  they  do,  for  all  of  us. 

The  SCMA  House  of  Delegates  is  a forum  to 
pre.sent  our  individual  and  collective  view  points. 
As  resolutions  are  debated  in  reference  com- 
mittees and  on  the  house  tloor.  our  decisions 
should  be  based  on  sound  analysis  of  these  issues 
and  consequences,  ever  mindfid  that  the  deci- 
sions we  make  will  impact  patients  and  physi- 
cians in  South  Carolina.  I am  proud  to  be  a mem- 
ber of  the  AMA.  the  SCMA  and  the  South 
Carolina  House  of  Delegates.  Thank  you,  again, 
for  letting  me  serve. 

Roger  A.  Gculcly,  MD 

Speaker  of  the  House 

TRUSTEE,  EIRST  MEDICAL  DISTRICT 

It  has  been  my  pleasure  to  serve  on  the  Board 
of  Trustees  as  rural  trustee  for  the  Eirst  Medical 
District.  Again,  it  has  been  an  exciting  and.  1 
think,  a most  produetie  year. 

Locally  we  have  been  able  to  recruit  some  new 
physicians  in  Colleton  County.  I have  talked  to 
the.se  new  physicians  about  joining  the  SCMA  and 
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also  about  enrolling  in  (he  Physicians  Care  Net- 
work. I feel  that  in  the  rural  districts  we  are  doing 
a good  Job  of  recruiting  the  active  physicians  on 
the  medical  staff  and  in  the  community. 

d'he  most  productive  business  initiated  by  the 
Board  of  Trustees  for  the  physicians  in  the  rural 
First  Medical  District  has  been  the  Physicians 
Review  Organization  (PRO)  no  longer  badger- 
ing our  hard-working  physicians  who  arc  deliv- 
ering quality  health  care  in  the  rural  disrict.  The 
PRO  was  taking  up  much  of  our  time  locally,  as 
it  was  in  the  more  urbanized  areas,  and  this  has 
been  one  matter  that  the  physicians  of  the  first 
district  have  appreciated  iiK)st. 

1 look  forward  to  continuing  to  support  the 
SCMA  and  working  as  diligently  as  1 can  not 
only  for  the  physicians  of  the  First  Medical  Dis- 
trict but  for  all  the  physicians  in  the  state. 

John  B.  Johnston.  Ml) 

Trustee,  First  Medical  District 

TRI  STEE,  EIETH  MEDICAL  DISTRICT 

In  the  late  60s  Alan  Arkin  made  a movie  enti- 
tled “The  Russians  are  Coming!  The  Russians 
are  Coming!.”  For  the  counties  of  district  five  and 
especially  for  York  County  a new  scenario  is 
unfolding  which  could  be  called  “Managed  Care 
is  Coming!  Managed  Care  is  Coming!.”  The 
physicians  of  Rock  Hill  are  watching  this  feature 
right  now. 

The  Charleston  Post  ami  Courier  (Friday, 
February  3.  I995)‘  ran  a column  by  Joan  Beck 
entitled  “Doctors  Should  Decide  Healthcare's 
Future.”  In  the  column  Mrs.  Beck  points  out  that 
the  managed  care  changes  wrought  in  the  health 
care  environment  are  “deadly  seaiy”  She  laments 
that  hospitals  are  cutting  nursing  staffs,  lower- 
ing the  level  of  patient  care  and  substituting  other 
care  givers  with  less  training  and  lower  pay.  In 
an  effort  to  reduce  medical  cost  to  the  minimum 
possible  for  patients  (read  here  corporate 
providers  and  insurance  companies)  in  order  to 
wring  the  maximum  amount  of  money  possible 
out  of  the  system.  Many  physicians  are  losing 
their  economic  autonomy  and  professional  inde- 
pendence in  the  newly  emerging  Wal-Mai1  world 
of  corporate  managed  health  care.  Politicians, 
administrators,  employers,  insurance  companies 
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and  the  financial  markets  aie  shaping  the  future 
of  health  care,  not  physicians.  Fhe  emphasis  is 
no  longer  on  humanilarianism  or  healing  but 
rather  efficiency,  perhaps  even  by  taking  risks 
with  patients'  health.  It  will  be  increasingly  hard 
for  physicians  to  keep  patient  trust  and  goodwill 
in  the  new  regimes  of  cost  controls,  practice 
parameters,  and  burcaueratie  red  tape,  corporate 
or  governmental. 

In  1 994.  P.  John  Seward.  MD.  chair  of  the 
American  Medical  Association  (AM A)  Nation- 
al Committee  on  Managed  Care  presented  a 
report"  to  the  National  AM  A Board  of  Trustees. 
Se)me  of  the  facts  contained  therein  are  truly 
scary  and  merit  every  physician's  attention,  con- 
templation, and  personal  and  professional  action. 
In  the  paragraphs  that  follow,  I would  like  to 
summarize  and  present  some  of  this  information 
for  our  consideration. 

The  current  health  care  environment  is  extreme- 
ly uncertain  and  it  is  virtually  impossible  to  pre- 
dict how  health  care  plans,  health  care  delivery, 
and  physicians  will  be  organized  and  regulated 
even  five  years  from  now.  Maximum  tJexibili- 
ty  and  adaptability  on  the  part  of  physicians  will 
be  required  if  any  of  us  are  to  salvage  our  career, 
much  less  income. 

Two  major  trends  oeeun  ing  both  nationally  and 
locally  will  act  to  transform  the  health  care  land- 
scape as  we  kne^w  it;  first,  there  is  ongoing  devel- 
opment of  managed  care  plans  relying  increasingly 
on  tightly  organized  and  structured  health  care 
delivei'y  systems,  and  second,  there  is  an  avalanche 
of  health  system  reform  legislation  at  state  and  fed- 
eral levels.  Regardless  of  governmental  initiatives, 
the  evolution  and  increasing  reliance  on  managed 
health  care  for  delivery,  especially  Health  Main- 
tenance Organization  (HMO)  and  Preferred 
Provider  Organization  (PPO)  type  systems,  will 
continue. 

Figures  for  1 992  and  1 993  arc  the  most  com- 
plete ones  currently  available.  At  least  44  mil- 
lion or  16.39F  of  the  population  is  currently 
enrolled  in  550  HMOs  and  over  50  million  are 
enrolled  in  880  PPOs.  HMOs  offering  a point  of 
service  option  have  increased  membership  over 
44%  in  recent  years.  Enrollment  in  HMO  and 
PPO  organizations  tends  to  be  concentrated  in 
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large  HMOs  in  larger  urban  areas  willi  mature 
managed  eare  markets.  I'heir  growth  is  laeilitalecl 
by  the  i^resenee  of  large  employers,  adequate 
numbers  ol  benel  ieiaries  to  aehieve  eeonomy  of 
seale  and  aetuarial  iiredietability  along  with  a 
large  enough  eoneentration  ol'  health  eare 
providers  to  lorm  health  eare  delivery  networks. 
IIMO/ldX)  provitlers  often  aeeelerale  their 
growth  through  market  dominanee  and  using 
their  leverage  to  the  extraet  eost  reduetions  from 
hospitals,  physieians  and  others.  ( )fien  one  or  two 
large  managed  eare  organi/.ations  or  insuranee 
ec)mpanies  will  dominate  .^0%  to  75%  of  the 
market.  Nearby  Atlanta  has  at  least  10  HMOs 
and  15  RROs  with  the  five  largest  HMOs  eon- 
trolling  36%  of  the  market.  Charlotte  has  25 
HMOs  with  North  Carolina  HMO  membership 
up 40%  in  1994.  In  South  Carolina  HMO  mem- 
bership grew  59%  in  1994.^ 

In  eontrast  to  urban  areas,  managed  eare  has 
not  grown  as  rapidly  in  small  eities  and  rural 
areas,  even  when  loeated  in  regions  where  over- 
all managed  eare  penetration  is  high.  However, 
this  is  not  always  true.  For  example,  in  New 
Hampshire  3 1 PRO  networks  (!!)eontrol  1 4%  of 
the  market. 

The  vast  majority  of  physieians  partieipate  in 
some  form  of  managed  eare  eontracting  with 
75%  of  physieians  having  one  or  more  managed 
eare  contraets.  Furthermore,  physieians  derive 
an  average  of  35%>  of  their  revenue  through  man- 
aged eare  eontraets. 

The  highest  growth  rate  in  managed  eare  par- 
ticipation has  been  led  by  internists,  obstetricians 
and  gynecologists,  and  hospital  based  physieians 
(anesthesiologists,  radiologists,  pathologists,  and 
emergency  medicine  physicians).  Typically,  such 
physieians  derive  40  to  50%  of  their  revenue 
from  managed  care  contracts  compared  to  4 1 % 
for  pediatricians  and  family  practitioners.  Physi- 
cian participation  in  managed  eare  plans  also 
increases  as  the  size  of  the  practice  grows. 
Younger  physieians  rely  more  heavily  on  man- 
aged care  contracts  than  older  physicians. 

As  pointed  out  by  Ms.  Beck,  people  other  than 
physicians  own  and  control  managed  eare  con- 
tracting. Insuranee  companies  including  Blue 
Cross  and  Blue  Shield  own  37.7%  of  HMOs  and 


50. 1 % of  PPOs;  national  managed  eare  compa- 
nies own  16.8%  of  HMOs  and  7.9%  of  PPOs; 
physieians,  physician  groups  and  Provider  I leallh 
Organizations  (PI  lOs)  combined  own  only  7.5% 
of  HMOs  and  8.9% of  PPOs.  Moreover,  physi- 
cian ownership  of  these  organizations  has  been 
steadily  declining  since  the  mid-1980s.  In  con- 
trast, it’s  no  surprise  or  secret  that  insuranee  com- 
pany ownership  and  managed  care  companies 
(organized  specifically  for  this  purpose)  arc 
rapidly  increasing  their  ownership  and  domi- 
nanee of  all  managed  eare  markets.  Furthermore, 
our  friends  in  the  federal  government's  antitrust 
division  of  the  Justice  Department  and  the  Inter- 
nal Revenue  Service  (IRS)  are  using  antitrust  leg- 
islation and  the  tax  laws  in  such  a way  as  to  club 
individual  physicians,  physician  groups,  and 
physician  organized  networks  into  submission 
to  these  cash  Bush  corporate  and  insurance  orga- 
nizations. Paradoxically,  this  is  precisely  the 
opposite  application  for  which  such  laws  were 
intended  when  first  conceived  of  by  President 
Theodore  Roosevelt.  How  ironic! 

The  number  of  large  coiporately  owned  HMOs, 
PPOs,  and  others  is  staggering.  By  1992  there 
were  at  least  2,578  PPO  networks  in  which  physi- 
cians and  other  providers  had  virtually  no  influ- 
ence or  say  in  medical  decision  making  and  pay- 
ment policies.  There  are  somewhere  between  300 
and  1 300  I PA  networks  which  still  appear  to  be 
owned  by  physician  organizations.  However, 
they  usually  contract  with  over  800  corporate- 
ly owned  HMOs.  Finally,  there  are  over  800  large 
multi-specialty  group  practices  that  also  contract 
with  HMOs  and  PPOs. 

The  results  of  the  above  combinations  produce 
tremendously  diminished  physician  autonomy 
both  economically  and  medically.  Utilization 
review,  practice  parameters,  exclusive  use  of  gate 
keeper  physicians,  restricted  provider  panels 
(including  deselection  of  so-called  high  cost  or 
poor  quality  physicians)  and  risk  sharing  airange- 
ments  including  fee  withholds,  bonuses,  and  cap- 
itation work  to  guarantee  that  managed  care  net- 
works will  maintain  strict  and  tight  control  over 
all  physieians  and  other  health  care  deliverers. 
It  is  galling  to  the  medical  profession  to  realize 
that  optimal  recovery  guidelines  for  appropriate 
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lengths  of  hospital  stay  have  been  developed  by 
Millinian  and  Robertson  (an  aetuarial  and  con- 
sulting firm!)  that  are  based  upon  statistical  stud- 
ies of  the  top  10%  of  patient  outcomes.  Thus, 
physicians  are  being  demanded  to  perform  to  a 
standard  not  taken  I'rom  the  average  case  but 
from  the  absolute  best  cases  where  health  care 
is  delivered  with  a very  mature  infrastructure 
consisting  of  readily  available  home  health  care, 
rehabilitation,  skilled  nursing  facilities,  outpa- 
tient IV  therapy  and  nursing  homes.  It  is  hard  not 
to  see  that  many  of  our  colleagues  are  being  “set 
up  to  fail,”  and  thus  the  deselection  process 
begins.  Where  are  all  of  these  savings  going? 
Currently,  the  US  spends  14%  of  the  Gross 
National  Product  (GNP)  on  health  care  and  while 
the  rate  of  increase  is  slowing,  the  overall  rate 
of  increase  continues  to  go  up.  From  where  I’m 
sitting,  1 personally  don't  find  anyone's  insurance 
premiums  actually  decreasing  from  year  to  year. 
Instead,  this  looks  like  a transfer  of  wealth  from 
health  care  providers  (physicians,  hospitals,  and 
others)  to  insurance  companies  and  managed 
care  companies.  For  e.xample,  the  chief  execu- 
tive officer  (CEO)  of  a large  successful  for  prof- 
it HMO  earned  almost  10  million  dollars  in 
salary,  bonus,  and  stock  options  in  1993!  The 
salad  days  are  truly  here  if  you're  in  the  right 
place. 

Don’t  get  me  wrong;  perhaps  these  comments 
should  have  been  submitted  to  Charles  Bryan, 
MD,  for  inclusion  in  the  editorial  column  of  The 
Journal  rather  than  in  my  trustee's  report.  Our 
country  was  founded  on  capitalist  principles  and 
1 believe  as  strongly  in  these  as  the  next  person. 
What  organized  medicine  and  physicians  as  indi- 
viduals must  do  is  move  to  rapidly  intluence  as 
much  as  possible  and  as  positively  as  possible 
the  changes  undeixc'ay  in  the  cunent  medieal  care 
revolution. 

Influencing  change  will  not  be  easy  and  it  will 
take  a personal  and  professional  commitment 
from  every  single  physician  in  our  district  five 
area  to  achieve  a more  desirable  outcome  for  the 
medical  profession  as  a whole.  What  can  each 
of  us  do  to  help  ? More  than  ever  physieians  need 
to  be  involved  in  the  direction,  operation,  and 
management  of  health  care  systems  w hether  they 
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be  your  local  hospital,  or  any  other  managed 
health  care  organization.  Physicians  understand 
quality  medical  care  and  can  take  the  lead  in  the 
scientific  assessment  of  quality  standards  and 
continue  to  champion  the  goals  of  proper  and 
adequate  patient  care  and  in  retaining  the  per- 
sonal and  humanitarian  side  of  medicine.  The 
need  for  expert  physician  providers  and  man- 
agers (you  can  now  get  an  MD-MBA)  is  going 
to  increase  rapidly  in  the  years  to  come.  Many 
of  you  are  in  responsible  positions  in  your  com- 
munities and  hospitals  which  will  allow  you  to 
take  the  lead  in  this  area.  Help  sell-insured 
employers  and  business  coalitions  work  out  and 
choose  health  care  options  that  will  furnish  them 
reasonable  savings  without  compromising 
patient  care.  Your  Physicians  Care  Network 
(PCN)  and  your  local  PHO  can  help  you  com- 
pete in  this  environment  but  only  if  you  take  the 
time  and  initiative  to  make  them  work.  The  focus 
is  shifting  to  overall  health  and  wellness  of 
patients  (read  beneficiaries)  rather  than  treating 
illness.  Who  better  to  know  about  health  and 
wellness  than  physicians?  Certainly  not  the  self 
proclaimed  “experts”  that  appear  on  the  televi- 
sion talk  shows  with  their  latest  fad  exercise  or 
fad  diet  book.  Promote  your  profession  and  your 
professionalism;  emphasize  patient  and  physi- 
cian autonomy  with  choice;  promote  good  med- 
ical science  and  research;  encourage  irrefutable 
medical  ethics  by  insisting  on  safeguards  of  the 
rights  of  patients  and  physicians;  help  develop 
reasonable  standards  of  clinical  practice;  reach 
out  and  build  coalitions  with  other  health  care 
organizations  and  health  care  professionals 
including  nurses,  technologists,  therapists  and 
others  (after  all  they  are  being  hit  with  the  same 
problems  we  are);  advocate  insurance  portabil- 
ity and  reasonable  choices  of  health  plans;  pur- 
sue antitrust  reform;  help  develop  new  ways  and 
new  products  designed  to  enhance  the  avail- 
ability and  affordability  of  medical  care  for  all 
citizens;  and  finally,  maintain  your  membership 
in  your  county,  state,  and  national  AM  A — after 
all,  their  voices  insure  that  we  will  continue  to 
be  forcefully  heard.  And,  oh  yes,  keep  in  touch 
with  your  politicians  and  political  friends.  Your 
opinions  do  mean  something  to  them,  even  if 
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they  don't  always  vote  your  way. 

Don't  despair  and  don't  give  np.  great  ehal- 
lenges  and  great  opportunities  lie  ahetitl  of  ns. 
ftaeh  of  us  ean  make  a dilTerenee.  C'alenlated 
linaneial  deeisions  do  not  have  to  replaee  tled- 
ieation.  devotion,  and  outstanding  health  eare. 

Someone  onee  said  “The  luture  ain't  what  it 
use  to  he!."  The  luture  ean  be  ours  ami  will  be 
ours  il  we  work  to  make  it  so. 

I'hank  you  lor  your  support  in  the  past  two 
years.  I am  up  for  reeleetion  this  year  and  hope 
that  you'll  support  me  lor  another  two  years  as 
your  representative  on  the  board  from  the  Fifth 
Medieal  Distriet 

R.  Durcn  Johnson,  Ml) 
frustee.  Fifth  Medieal  Distriet 
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The  major  faelor  innueiieiiig  medieal  deeisions 
should  be  what  is  best  for  the  patient.  .Steps  that 
guarantee  enhaneement  of  quality  and  appro- 
priateness of  eare  should  be  supported  by  all 
physieians.  THINK  AHOU'f  I F! 

Dallas  VV.  Lovelace,  III,  Ml) 

Trustee,  Eighth  Medical  District 


PHYSICIAN  RESIDENT  ALERT: 

IF  YOU  COULD  USE  OVER  $25/>00  A YEAR- 

ANSWER  THIS  AD. 


Tlie  U.S.  Army’s  Financial  Assistance 
Program  (FAP)  is  offering  a subsidy  of  over 
$25,000  a year  for  training  in  certain  medical 
specialities. 


Here’s  how  it  breaks  down  - an  annual 
grant,  plus  a monthly  stipend  and  reimburse- 
ment of  approved  educational  expenses. 

You  will  be  part  of  a unique  health  care 
team  where  you  will  find  many  opportunities 
to  continue  your  medical  education,  work  at 
state-of-the-art  facilities,  and  receive  outstand- 
ing benefits. 

So,  if  you  are  a physician  resident  who 
could  use  over  $25,000  a year,  contact  an 
Anriy  Medical  Counselor  immediately. 


706-724-7506 


ARMY  MEDICINE.  BE  ALL  YOU  CAN  BEf 
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THK  MATERNAL,  INFANT  AND  CHIU) 
HEALTH  COMMITTEE 

The  Maternal.  Iiil'ant,  and  Child  Health  (MICH) 
Committee  provides  eomments  and  reeom- 
mendations  to  several  state  ageneies  responsible 
for  monitoring  and  t'inaneing  maternal,  infant, 
and  child  health.  Representatives  from  the  South 
Carolina  Health  and  Human  Services  Finance 
Commission  (HHSFC).  Department  of  Health 
and  Environmental  Control  (DHEC).  Governor’s 
MICH  Council,  as  well  as  the  South  Carolina 
Hospital  As.soeiation  (SCHA)  not  only  attend  our 
committee  meetings,  but  also  update  the  com- 
mittee on  issues  ranging  from  teen  pregnancy  to 
neonatal  CRT  codes  to  the  Palmetto  Health  Ini- 
tiative. Highlights  from  our  year  include  a sub- 
stance-abuse  screening  follow-up.  licensure  of 
lay  midwives,  the  South  Carolina  Medical  Asso- 
ciation (SCMA)ZSCHA  Very-Low-Biilh-Weight 
(Vl.BW)  Committee,  and  review  of  maternal 
deaths. 

Last  year,  the  MICH  Committee  developed  a 
drug  and  alcohol  screening  for  obstetricians  and 
family  practitioners  responsible  for  maternal 
health  to  identify  substance-abusing  pregnant 
women.  This  year,  the  MICH  Committee  will 
conduct  a follow-up  survey  to  determine  how 
many  physicians  are  using  the  MICH  Commit- 
tee's screening  and  if  not,  what  screening  tool  is 
used.  This  project  is  in  response  to  an  inquiry 
from  the  Governor's  MICH  Council,  Substance 
Abuse  Subcommittee. 

The  MICH  Committee  voted  to  take  actions  to 
rescind  the  licensure  of  lay  midwives.  In  1993. 
DHEC  began  licensing  lay  midwives.  As  a result, 
these  non-nurse  midwives  are  allowed  to  enroll 
with  the  HHSEC  as  a Medicaid  provider  and 
receive  reimbursement  for  their  services  which 
is  65%  of  physicians'  reimbursement.  The  MICH 
Committee  felt  strongly  that  this  was  a step  back- 
wards in  improving  the  health  of  South  Car- 
olinians. 

At  the  request  of  DHEC's  Perinatal  Region- 
alization Work  Group,  the  SCMA  and  SCHAare 
developing  a Joint  VLB  W Committee.  The  Joint 
VLBW  Committee  would  conduct  a voluntary 


review  process  for  hospitals  whose  percentage 
of  500  to  1, 499  gram  live  births  is  statistically 
significantly  higher  than  other  hospitals  of  the 
same  level  or  increasing  over  a period  of  time. 
The  hospital  will  choose  three  reviewers  from  a 
list  of  physicians.  Each  MICH  Committee  mem- 
ber will  be  listed  as  a potential  reviewer. 

The  MICH  Committee  continues  to  review  all 
maternal  deaths  in  South  Carolina.  Conducted 
in  executive  session,  these  reviews  are  strictly 
confidential. 

Ralph  F.  Principe,  MD.  Co-Chairman 
Dilip  M.  Pnrohit,  MD,  Co-Chairman 

THE  MEDIATION  COMMITTEE 

The  Mediation  Committee  continued  to  receive 
a relatively  low  number  of  complaints  between 
May.  1 994  and  March.  1 995.  The  committee 
notes  that  an  increasing  number  of  complaints 
are  now  being  processed  by  the  grievance  com- 
mittees of  various  county  medical  societies. 

Eighteen  complaints  were  received  by  the  com- 
mittee between  April.  1 994  and  March.  1 995.  Of 
this  number,  eight  were  referred  to  the  appro- 
priate local  medical  society  where  the  complaints 
were  handled  to  conclusion.  The  remainder  of  the 
complaints  were  handled  by  South  Carolina 
Medical  Association  (SCMA)  staff. 

I wish  to  thank  the  members  and  SCMA  staff 
for  their  support  this  year. 

Albert  G.  LeRoy,  Jr,  MD 
Chairman 

THE  MEDICAL  ASPECTS  OE  SPORTS 
COMMITTEE 

The  Medical  Aspects  of  Sports  Committee  met 
quarterly  in  1 994.  The  safety  of  athletes  of  all 
ages  has  been  the  primary  concern  of  the  com- 
mittee. A resolution  to  the  1 994  South  Carolina 
Medical  Association  (SCMA)  House  of  Dele- 
gates addressed  requiring  an  individual  certified 
in  cardio-pulmonary  resuscitation  (CPR)  be  pre- 
sent at  all  sports  acti\  ities,  wdiether  practice  or 
competition,  sponsored  by  any  recognized  or 
other  sponsoring  organization  in  the  state  of 
South  Carolina.  The  committee  is  working  with 
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llic  Soiilh  C'arolina  I ligli  School  League  to  inves- 
ligale  aiul  instiliite  Ihis  salety  provision. 

I'lie  Medical  Aspects  ol' Sports  C'onimiltee  has 
been  apiiroved  as  an  official  affiliate  of  the  South 
Carolina  Clovernor's  Council  on  Physical  l-’it- 
ness.  I'his  representation  allows  the  coniniittee 
to  be  a vital  part  of  the  effort  to  inform  and  edu- 
cate committees  coneerning  physical  activity  and 
healthy  lifestyles. 

'I'he  Annual  Medical  Aspects  of  Sports  Sem- 
inar was  held  on  April  30,  1994  in  conjunction 
with  the  Annual  Meeting  of  the  SCMA.  The 
seminar's  topic  was  “High  School  Athletic 
Issues”  comprised  ol' panel  discussions  address- 
ing preparticipation  physicals  and  blood  borne 
pathogens.  The  program  was  well  received  by 
those  in  attendance.  The  1995  Annual  Meeting 
program  will  be  a panel  discussion  addressing 
"What’s  New”  and  “Returning  A Sick  or  Injured 
Athlete  Back  to  Participation.” 

The  role  and  purpose  of  this  committee  has 
been  to  continue  to  collect  and  develop  pertinent 
information  regarding  the  prevention  and  treat- 
ment of  athletic  injuries  in  South  Carolina  and 
disseminate  this  information  to  those  responsi- 
ble for  administering  athletic  programs  in  the 
state. 

Robert  M.  Feele,  MD 
Chairman 

THE  MEDICAL  ETHICS  COMMITTEE 

The  South  Carolina  Medcial  Association 
(SCMA)  Medical  Ethics  Committee  continues 
to  be  extremely  active  as  the  health  system 
rel'orm  movement  raises  more  and  more  ques- 
tions about  medical  ethics  and  the  role  of  the 
physician  in  the  health  care  system.  The  com- 
mittee continues  to  receive  welcome  support 
from  our  PhD  consultants.  Douglas  MacDon- 
ald, PhD,  from  Furman  University;  Stuart 
Sprague,  PhD,  from  Anderson  College;  Bert 
Keller,  STM,  from  MUSC;  Mary  Faith  Marshall, 
PhD,  from  MUSC,  and  James  A.  Keller,  PhD, 
from  Wofford  College  all  provide  tireless  effort 
without  compensation  to  our  committee. 

The  committee  devoted  the  summer  and  fall 
of  1993  to  developing  a position  statement  con- 
cerning the  definition  of  and  withholding  of  inef- 
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fective  irealmenl  in  hospital  settings.  I'he  com- 
mittee also  tleveloped  a statement  and  suggest- 
ed an  implementation  policy  for  guidelines  relat- 
ing to  Do  Not  Resuscitate  Orders.  These 
statements  were  presented  to  the  SCMA  Board 
of  Trustees  for  approval  in  November,  1993.  The 
SCMA  board  adopted  both  statements  as  SCMA 
policy  and  moved  to  form  a committee  with  the 
South  Carolina  Hospital  Association  to  explore 
statewide  implementation  of  the  policies  at  all 
hospitals.  The  joint  committee  began  meeting  in 
the  fall  of  1994  and  approved  a final  statement 
which  was  published  in  the  February.  199.5  issue 
of  The  Journal. 

The  committee  held  its  annual  retreat  in  Febru- 
ary. 1 995.  We  were  honored  to  have  as  our  guest 
David  Orentlicher.  MD,  JD,  who  serves  as  staff 
support  to  the  Council  on  Ethical  and  Judicial 
Affairs  of  the  American  Medical  Association. 
The  committee  spent  three  days  discussing  the 
ethical,  legal,  and  religious  issues  raised  by 
physician-assisted  suicide.  The  work  from  the 
retreat  will  serve  as  the  basis  for  the  committee’s 
continuation  of  discussion  on  this  sensitive  and 
complicated  subject  in  1995. 

The  committee  was  honored  to  produce  a spe- 
cial symposium  issue  of  The  Journal  in  Febru- 
ary, 1 995  devoted  solely  to  the  subject  of  med- 
ical ethics.  The  issue  contains  many  of  the 
products  of  our  work  over  the  last  two  years. 

In  the  future,  the  committee  will  strive  to  be  a 
resource  for  hospitals  and  local  medical  societies 
desiring  to  establish  or  enhance  their  ethics  com- 
mittees. We  will  also  strive  to  continue  to  pro- 
vide practical  advice  to  members  of  the  SCMA 
about  ethical  issues  in  medicine.  Our  goal  is  to 
provide  South  Carolina  physicians  with  ethical 
information  that  can  be  understood  and  applied 
in  the  daily  practice  of  medicine.  The  commit- 
tee appreciates  the  support  it  has  received  from 
the  SCMA  Board  of  Trustees  and  the  input  it  has 
received  from  various  members  of  the  SCMA 
who  have  raised  suggestions  for  future  discus- 
sions. 

Finally,  we  note  with  sadness  the  retirement  of 
one  of  the  committee’s  members,  J.  Richard  Sos- 
nowski.  MD,  and  the  transfer  of  Debra  Perina, 
MD,  to  North  Carolina. 
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Dr.  Sosnowski’s  wisdom  and  curiosity  about 
the  nature  of  healing  and  the  human  spirit  will 
be  deeply  missed,  as  well  as  the  presence  of  his 
wife,  Elizabeth,  at  our  annual  retreat.  We  wish 
them  both  well  as  Dr.  Sosnowski  prepares  to 
spend  all  of  his  time  with  his  true  passion,  train- 
ing young  physicians  in  obstetrics  and  gyne- 
cology. 

Dr.  Perina’s  important  insights  as  an  emergency 
room  (ER)  physician  into  many  of  the  commit- 
tee’s discussions  about  death  and  dying  will  also 
be  missed.  Dr.  Perina  was  a dedicated  member 
of  the  committee  who  saw  the  need  for  our  work 
on  a daily  basis  in  the  ER.  We  wish  her  well  in 
her  new  position  on  the  faculty  of  the  Universi- 
ty of  North  Carolina  School  of  Medicine. 
Charles  R.  Duncan,  Jr.,  MD 
Chairman 

THE  MEMORIAL  COMMITTEE 

During  this  time  of  year  we  convene  here  in 
Charleston  for  our  Annual  Meeting.  It’s  a time 
of  education,  legislation  and  a time  to  renew  old 
acquaintances.  It  is  also  a time  of  paying  our 
respects  to  those  who  are  no  longer  in  our  midst. 
During  the  last  year  we  have  lost  several  physi- 
cians who  have  made  contributions  to  their  fam- 
ilies, communities  and  to  the  medical  field.  It 
seems  only  right  that  we,  the  members  of  the 
South  Carolina  Medical  Association,  take  a 
moment  from  these  proceedings  to  recognize 
those  physicians  and  to  pay  honor  to  their  mem- 
ories and  to  their  families. 

After  the  following  names  have  been  read,  we 
will  stand  for  a moment  of  silence,  out  of  respect 
for  their  memories:  Frederic  W.  Brown,  MD, 
Chester;  George  H.  Bunch,  Jr.,  MD,  Columbia; 
Edward  M.  Butler,  MD,  Sumter;  Oscar  E. 
Glover,  III,  MD,  Orangeburg;  W.  Burns  Jones, 
MD,  Beaufort;  Eawrence  V.  Jowers,  MD, 
Columbia;  Malcolm  L.  Marion,  Jr.,  MD,  Chester; 
Francis  C.  McLane,  MD,  Ninety  Six;  W.  H. 
Thames,  MD,  Greenville;  James  G.  Tippins,  Jr., 
MD,  Myrtle  Beach;  and  William  O.  Whetsell,  Sr., 
MD,  Orangeburg. 

Samuel  R.  Stone,  MD 
Chairman 


The  South  Carolina  Medical  Association 
(SCM A)  Committee  on  Occupational  Medicine 
held  several  meetings  during  1994.  The  com- 
mittee continued  its  evaluation  of  the  South  Car- 
olina Workers’  Compensation  Commission 
(SCWCC)  fee  schedule. 

The  original  fees  for  the  SCWCC  fee  sched- 
ule were  based  on  the  California  Relative  Value 
Schedule  (which  is  now  ob.solete).  As  new  codes 
were  added  and  revisions  were  made  annually 
in  the  CPT-4  books,  the  SCWCC  would  bring  the 
new  codes  and  revisions  before  this  committee 
for  their  assistance  in  setting  new  fees  and  guide- 
lines. This  was  a very  time  consuming  process. 
Each  year  CPT  codes  are  added,  deleted  and 
changed.  The  SCWCC  felt  that  there  were  many 
disparities  in  reimbursements  and  that  there 
needed  to  be  a more  straight  forward,  timely  and 
systematic  means  of  updating  the  fee  schedule. 
An  advisory  committee  was  formed  through  the 
SCWCC  which  included  representatives  from 
insurance  companies,  employers,  medical  review 
companies  and  medical  providers  including  three 
physicians  from  this  committee.  As  a result  of 
these  meetings,  the  advisory  committee  recom- 
mended that  the  SCWCC  adopt  the  Health  Care 
Financing  Administration’s  (HCFA)  resource 
based  relative  value  scale  ( RBRVS ) with  a con- 
version factor  of  $52.00. 

In  April,  1 993,  the  SCMA  House  of  Delegates 
voted  to  support  the  use  of  the  RBRVS  to  cre- 
ate an  equitable  fee  schedule  as  long  as  it  was  not 
used  as  a cost  containment  device. 

Based  on  the  House  of  Delegates  decision,  the 
SCMA  Board  of  Trustees  wrote  a letter  in  sup- 
port of  the  SCWCC’s  move  to  the  RBRVS  rec- 
ommending a duel  conversion  factor  of  $52.00 
for  primary  care  and  $60.00  for  surgery.  The 
SCWCC  very  adamantly  advised  the  SCMA  that 
duel  conversion  factors  were  not  feasible.  The 
SCWCC  advised  that  a $52.00  conversion  fac- 
tor would  increase  fee  payments  by  5. 1 % over- 
all. Surgery  fees  would  increase  4.1%  overall, 
and  medical  fees  would  increase  5.7%  overall. 

In  support  of  the  House  of  Delegates  decision, 
in  May,  1994,  the  SCMA  Board  of  Trustees 
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wrote  a letter  eontiiuiing  to  support  impleiiieii-  mittee  and  tlie  SCWC’C  are  always  available  to 
tation  of  a fee  sehedule  based  on  the  RliRVS 


methodology,  with  a laireonversion  laetor  whieh 
would  I'M'ovide  some  additional  reimbursement 
for  the  years  sinee  l9Sd  in  whieh  physieians  had 
reeeived  no  inerease  in  Workers'  Comiiensation 
fees.  In  lieu  of  this,  the  Board  oi  rruslees  request- 
ed eonsideration  of  a $ 1 .00  inerease  in  the  eur- 
rent  eonversion  faetor  to  he  effeetive  as  soon  as 
possible,  file  $1.00  inerease  was  rejeeted  out- 
right by  the  SCWCC. 

hi  Oetober,  1904,  SCWCC  adopted  the  RBRVS 
with  a eonversion  faetor  of  $52.00.  The  new  fee 
sehedule  will  be  in  effeet  in  1995.  Fees  whieh  still 
seem  inappropriate  will  he  brought  before  the 
eommittee  on  an  individual  basis.  The  Health 
Care  Finaneing  Administration  (HCFA)  1500 
elaim  form  was  also  adopted  for  use. 

The  role  of  the  SCMA  Committee  on  Oeeu- 
pational  Medieine  was  reviewed.  The  eommit- 
tee should  he  an  arbitrating  foree  for  peer  review, 
fee  disputes,  managed  eare,  edueation  and  train- 
ing and  a lesouree  for  the  SC  Workers'  Com- 
pensation Commission  and  the  SCMA. 

Diseussions  are  being  held  regarding  the  way 
that  disability  ratings  are  being  done  and  the  need 
to  develop  speeifie  legislative  guidelines  for 
impairment  ratings.  This  diseussion  eontinues 
into  1995. 

The  eommittee  weleomed  new  members  in 
1 994.  They  are  Jeffrey  C.  Williams,  MD,  Anes- 
thesia; Andrew  E.  Floren,  MD,  Oceupational 
Medieine  and  Jay  Hammett,  Sr.,  MD,  General 
Praetiee/Oeeupational  Medieine. 

Physieians  fees  whieh  seemed  inappropriate  to 
the  Medieal  Department  of  the  Industrial  Com- 
mission were  reviewed  at  eaeh  meeting  and  ree- 
ommendations  were  made  to  the  commission  on 
an  individual  basis. 

The  SCMA  staff  eontinues  to  collect  a list  of 
physieians  willing  to  treat  Workers'  Compen- 
sation patients. 

The  SCWCC  held  their  16th  Annual  Workers' 
Compensation  Medieal  Seminar,  March  I (land 
1 2,  1995,  at  the  Mills  House,  Charleston,  South 
Carolina.  I hope  all  physieians  were  able  to  attend 
this  meeting. 

Members  of  the  Oceupational  Medieine  Com- 


partieipate  in  panel  diseussions  during  the  SC'MA 
Annual  Meeting  or  to  speak  at  county  medieal 
society  meetings. 

In  summary,  1 994  was  a very  busy  year  for  the 
eommittee  in  lulUlling  its  role  as  liaison  between 
the  SCMA  and  the  SC'WC'C,  as  well  as  a 
resource  group  to  the  eommission  as  it  attempts 
to  fairly  administer  the  Workers’  Compensation 
Law  of  the  state  of  South  C'arolina. 

I woidd  like  to  thank  all  eommittee  members, 
SCMA  staff  and  SC'WC'C  staff  for  their  hard 
work  this  past  year. 

Marion  F.  McFarland,  III,  Ml) 
Chairman 

THE  PHYSICIANS'  ADVOCACY  AM) 
ASSISTANCE  COMM I I TEE 

This  report  is  written  to  all  of  those  who  are 
interested  in  what  our  eommittee  does  and  how' 
it  interacts  with  physieians  who  are  impaired. 
The  committee  has  quarterly  meetings  for  inter- 
viewing physicians  who  are  under  contract  and 
insuring  that  they  continue  to  comply  with  their 
contractual  arrangments.  Five  regional  teams 
throughout  the  state  report  on  their  activities. 

One  of  the  highlights  of  this  year  was  our  annu- 
al workshop  entitled  "Protecting  Your  Medieal 
Practice.”  This  was  well  received,  and  it  was 
informative  and  helpful  in  educating  physicians 
on  the  present  state  laws  regarding  prescription 
drug  dispensing. 

One  of  our  meetings  was  attended  by  Henry 
D.  Foster,  Jr.,  Executive  Director  of  the  State 
Board  of  Medieal  Examiners.  He  infomied  us  of 
his  desire  to  have  a closer  relationship,  and 
detailed  exactly  how  he  expected  us  to  advocate 
for  our  physieians  under  contracts.  Mr.  Foster 
was  vei7  well  reeeived,  and  our  relationship  con- 
tinues to  grow  in  a healthy  way. 

Our  committee  is  thankful  for  the  support  of 
the  South  Carolina  Medieal  Association 
(SCMA).  We  wish  to  thank  the  SCMA  Board  of 
Trustees,  eommittee  members,  the  SCMA 
Alliance,  and  the  SCMA  staff  for  their  support. 
Theodore  A.  Watson,  MD 
Chairman 
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THE  PRIMARY  CARE/MEDICAII)  AND 
INDKiENT  CARE  COMMITTEE 

Due  to  the  ehanging  health  eare  environment 
in  South  Carolina  and  the  handling  of  the  Med- 
ieaid  waiver  hy  the  Board  of  Trustees,  the  eom- 
mittee  has  not  met  in  the  past  year. 

Sinee  our  meeting  last  year.  Governor  Camp- 
bell applied  for  a 1115  waiver,  allowing  South 
Carolina  to  expand  Medieaid  eligibility  to  100% 
of  the  federal  poverty  level  and  enroll  Medieaid 
recipients  in  managed  care  health  plans.  The 
Health  Care  Financing  Administration  ( HCFA ) 
approved  the  framework  of  the  proposed  plan  but 
will  not  grant  full  approval  until  the  Finance 
Commission  provides  more  specific  details  such 
as  the  capitated  rates,  quality  assurance,  and  bud- 
get neutrality. 

HCFA  is  not  the  only  obstacle  impeding  imme- 
diate implementation  of  the  Palmetto  Health  Ini- 
tiative. The  new  governor  and  General  As.sem- 
bly  may  have  their  own  ideas  concerning 
Medieaid  reform  and,  more  specifically,  the 
Medieaid  budget. 

The  Primar>'  Care,  Medicaid,  and  Indigent  Care 
Committee  could  play  an  important  role  in  edu- 
cating our  fellow  South  Carolina  Medical  Asso- 
caiton  (SCMA)  members  on  the  Palmetto  Health 
Initiative  and  providing  physician  feedback  to  the 
Finance  Commission.  However,  until  we  have 
more  details  concerning  the  fate  of  the  Palmet- 
to Health  Initiative,  our  efforts  could  be  futile. 

The  committee  plans  to  meet  in  the  spring  when 
we  will  have  more  information  about  the  Pal 
Trent  Cannon.  MD 
Chairman 

THE  PUBLIC  RELATIONS  AND  COM- 
MUNICATIONS COMMITTEE 

Concentration  on  member  communications  was 
a major  undertaking  this  year  in  terms  of  publi- 
cations and  other  .services.  Among  the  publica- 
tions available  to  members  this  year  were  the  SC 
Physicians’  Guide  to  Managed  Care  Contracts, 
brochures  highlighting  the  benefits  of  member- 
ship in  the  South  Carolina  Medical  Association 
(SCMA),  staff  directory  and  rolodex  cards  for 
members  with  numbers  and  staff  frequently 
called.  For  those  members  who  sought  a better 


understanding  ot  the  Palmetto  Health  Initiative 
(PHI),  a 1-800  hotline  was  installed,  allowing 
members  to  phone  in  questions  with  responses 
mailed  to  them  within  five  working  days.  The 
hotline  was  promoted  through  the  "SCMA 
Newsletter.”  one  of  Dr.  Burton’s  President’s 
Pages  and  Hyers  in  the  membership  mailing. 
Questions  of  particular  interest  to  the  overall 
membership  were  published  in  the  newsletter. 
Additionally,  information  concerning  public 
health  issues  such  as  immunization  were 
addressed  in  the  new  sletter.  Staff  is  working  with 
the  Department  of  Health  and  Environmental 
Control  (DHEC)  - Preventive  Health  Services 
on  developing  a quarterly  insert  for  The  Journal 
dedicated  to  public  health  issues.  A radio  adver- 
tisement hit  the  airwaves  in  September  advo- 
cating patient  choice  and  preserving  the  physi- 
cian-patient relationship  that  triggered  a positive 
response  among  the  membership. 

The  South  Carolina  Institute  for  Medical  Edu- 
cation and  Research  (SCIMER)  received  press 
coverage  this  year  for  being  awarded  a grant  by 
the  Robert  Wood  Johnson  Foundation.  The  grant 
- REACH  OUT;  Physicians’  Initiative  to  Expantl 
Care  to  Underserved  Americans  - is  a nation- 
al effort  to  mobilize  physicians  to  enhance  access 
to  care  for  underserved  populations.  SCIMER’s 
program,  PARTNERSHIPS  FOR  CHILDREN 
(PEC),  will  expand  upon  three  existing  public- 
private  partnerships  sponsored  by  DHEC  enti- 
tled Child  Health  Initiatives.  PEC  will  institute 
partnerships  between  public  health  departments 
and  private  physicians  in  each  of  South  Caroli- 
na’s 13  health  districts  in  an  effort  to  increase 
access  to  medical  and  preventive  services  while 
securing  medical  homes  for  Medicaid  pediatric 
patients. 

Dr.  Burton  was  active  in  the  public  speaking 
arena.  He  presented  speeches  to  various  health 
care,  civic,  and  service  groups,  as  well  as  taking 
part  in  media  interviews.  Two  highlights  during 
the  year  include  aceompanying  Dr.  Randolph  D. 
Smoak,  AMA  Trustee,  on  a media  tour  of 
Columbia,  Greenville  and  Spartanburg,  where 
the  two  met  with  editorial  boards  and  health  care 
reporters.  In  addition.  Dr.  Burton  served  as  a pan- 
elist with  Dr.  P.  John  Seward,  AMA  Chairman 
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of  the  Board,  to  discuss  health  system  reform  dur- 
ing a taping  of  PBS’  luring  Line  moderated  by 
William  P'.  Buckley,  Jr. 

( )ther  activities  during  the  year  include  assist- 
ing 1)1  IPX'  - P’mergency  Preparedness  Division 
in  surveying  jiliysieians  coneerning  their  will- 
ingness to  participate  in  formulating  a plan  of 
action  that  will  assure  the  provision  of  medical 
care  during  disaster  periods.  Moreover,  staff  has 
interacted  with  Physieians  Care  Network  ( PC'N ) 
in  develo|')ing  and  placing  a newspaper  adver- 
tisement announcing  PC'N  to  the  lowcountry  area 
as  well  as  keeping  the  membership  informed 
about  PC'N's  activities  via  updates  in  the  “SCMA 
Newsletter.”  Staff  has  designed  and  assisted  with 
various  marketing  tools  for  both  Members'  Insur- 
ance Trust  (MIT)  and  SCMA  Finaneial  Services. 
Inc.  “Plealth  Care  Volunteer  News  & Views”  is 
published  quarterly,  featuring  articles  of  interest 
to  the  free  and  reduced-fee  clinics  throughout  the 
state.  This  publication  is  mailed  to  these  elinies 
as  well  as  to  our  legislators.  Staff  also  represents 
the  SCMA  on  the  following  external  committees, 
providing  assistance  with  public  awareness/edu- 
cation and  media  relations:  Childhood  Injuiy  Pre- 
vention Action  Council,  Christian  Action  Coun- 
cil. Commun-I-Care.  Governor’s  Council  on 
Advance  Directives.  Governor's  Immunization 
Awareness  Committee,  South  Carolina  Coalition 
on  Adolescent  Pregnancy  Prevention  and  South 
Carolina  SAFE  KIDS. 

The  Public  Relations  and  Communications 
Committee  looks  forward  to  continuing  its  efforts 
to  educate  both  the  membership  and  the  public 
on  important  issues  and  to  strengthen  the  image 
of  physicians  in  the  community. 

Edward  W.  Catalano,  MD 

Chairman 


TUK  SCMA/.IIIA  PHVSK  IANS’  RISK 
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Dr.  liuta  C'olvin,  the  long-term  chair  of  our 
cH)mmittee.  last  year  requested  that  he  not  be 
reappointed  as  the  chairman  of  this  committee. 
He  continues  to  serve  on  the  committee,  how- 
ever, and  we  are  grateful  for  his  continuing  con- 
tributions in  this  area. 

I was  appointed  to  chair  this  committee  last 
summer  and  hope  to  continue  the  committee's 
involvement  in  the  two  areas  in  which  we  tra- 
ditionally have  been  able  to  make  a difference. 
We  have  been  involved  both  in  the  support  of  our 
colleagues  who  have  been  sued  for  malpractice, 
and  aisc)  in  attempting  tc)  educate  our  fellow 
South  Carolina  physicians  in  ways  to  avoid 
becoming  involved  in  the  malpractice  arena  in 
the  first  place.  We  now  host  a spring  and  fall  risk 
management  conference  for  new  physicians 
entering  the  state  to  begin  their  practice.  The  JUA 
provides  a finaneial  incentive  to  attend  which  has 
been  well  received.  This  conference  continues 
to  be  very  popular.  It  is  held  at  the  SCMA  Head- 
quarters as  a way  of  exposing  the  new  physicians 
to  organized  medicine  in  this  state. 

Dr.  Bart  Barone  and  I serve  on  both  this  com- 
mittee and  the  board  of  the  Joint  Underwriters 
Association  (JUA).  This  has  enabled  our  com- 
mittee to  maintain  good  communication  with  the 
JUA  board.  We  continue  to  be  grateful  for  the 
assistance  which  we  most  generously  receive 
from  Mr.  Cal  Stewart,  the  JUA  Manager.  This 
year.  Mr.  Stewart  has  made  available  to  us  data 
relating  to  JUA  closed  cases.  We  hope  to  make 
use  of  this  data  to  strengthen  our  prophylactic  risk 
management  effort.  They  can  take  a lot  of  the 
credit  for  this  wonderful  accomplishment. 

Finally.  I would  like  to  recognize  the  exemplary 
contribution  of  Ms.  Joy  Drennen  for  her  devot- 
ed service  to  the  committee.  We  greatly  appre- 
ciate her  support. 

John  R.  Hunt,  MD 

Chairman 
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RKPOR  I S OF  THE  BOARD  OF  TRUSTEES 

SUBJECT:  Direct  Access  to  Specialists 
INTRODUCTION 

Resolution  Number  F-4,  “DIRECT  ACCESS 
TO  DERMATOEOGICAL  CARE,"  was 
referred  to  the  Board  of'  Trustees  at  the  1994 
Annual  Meeting.  This  resolution  calls  for  the 
South  Carolina  Medical  Association  to  adopt  as 
policy  the  following; 

“RESOEVED;  That  the  South  Carolina  Med- 
ical Association  support  the  concept  of  direct 
patient  access  to  dermatologists  and  all  other  spe- 
cialists who  can  demonstrate  the  quality  and  cost- 
effectiveness  of  such  care.” 

In  preparing  this  report  the  Board  of  Trustees 
met  with  a representative  of  the  sponsors  of  this 
resolution  at  the  September,  1994,  Board  Retreat 
and  at  that  time  the  discussion  was  tabled  until 
after  the  American  Medical  Association  (AMA) 
Interim  meeting.  Staff  also  made  inquiries  of  a 
number  of  other  state  associations  and  a request 
was  transmitted  over  AMANET  seeking  guid- 
ance from  any  medical  organization  that  had 
taken  up  this  issue. 

At  the  1994  AMA  Interim  meeting,  direct 
access  to  specialty  care  was  not  discussed.  This 
leads  the  board  to  believe  that  the  position  adopt- 
ed by  the  AMA  at  the  1994  Annual  Meeting  sat- 
isfied those  who  were  seeking  a position  from  the 
AMA.  The  SCMA  Board  of  Trustees  recom- 
mends that  a position  consistent  with  that  of  the 
AMA  be  adopted. 

RECOMMENDATIONS 

The  Board  of  Trustees  recommends  that  the  fol- 
lowing statements  be  adopted  and  that  the 
remainder  of  this  report  be  filed; 

1 .  That  the  SCMA  strongly  encourage  prima- 
ry care  and  other  medical  specialty  organi- 
zations to  collaborate  in  developing  guide- 
lines to  delineate  the  clinical  circumstances 
under  which  treatment  by  primai7  care  physi- 
cians, referral  for  other  specialist  care,  and 
direct  patient  self-refen'al  to  other  specialists 
are  appropriate  and  cost  effective;  and. 


2.  That  the  SCMA  encourage  the  medical  spe- 
cialty organizations  that  develop  such  guide- 
lines to  document  their  impact  on  the  qual- 
ity, accessibility  and  cost-effectiveness  ol' 
care;  and, 

3.  That  the  SCMA  ui  ■ge  all  health  plans  that  con- 
trol access  to  services  through  a primary  care 
case  manager  to  cover  direct  access  to  and 
services  by  a specialist  other  than  the  case 
manager  without  financial  penalty  when  that 
access  is  in  conformance  with  such  guide- 
lines. 

rkfp:rkncks 

1.  AMA  Council  on  .Medical  .Services  Report  I - A94; 
Access  to  Specialty  Care. 

2.  AMA  Council  on  .Medical  Services  Report  1-93-5; 
Patient  Access  to  Specialty  Care  in  Managed  Care  Sys- 
tems. 

S.  Nelson  Weston,  Ml) 

Chairman,  SCMA  Board  of  Trustees 

SUBJECT:  Any  Willing  Provider  Eegislation 
INTRODUCTION 

Resolution  Number  D-5,  “ANY  WILLING 
PROVIDER  LEGISLATION"  was  referred  to 
the  Board  of  Trustees  at  the  1994  Annual  Meet- 
ing. This  resolution  calls  for  the  South  Caroli- 
na Medical  Association  to  adopt  as  policy  the  fol- 
lowing resolves; 

“That  the  South  Carolina  Medical  Association 
go  on  record  as  supporting  the  patient's  right 
to  choose  his  or  her  provider  and  the  provider's 
right  to  participate  in  a managed  care  envi- 
ronment, and  that  introduction  of  legislation  be 
encouraged  in  the  1995  General  Assembly  to 
guarantee  these  rights.” 

The  Board  of  Trustees  directed  staff  to  draft  leg- 
islation to  be  introduced  in  the  1995  Legislature  and 
the  draft  was  approved  at  the  January  Board  of 
Tmstees  meeting.  The  botud,  in  approving  the  draft 
bill,  felt  that  it  was  important  for  the  House  of  Del- 
egates to  review  and  approve  the  bill  prior  to  intro- 
duction and  a copy  of  the  draft  bill  (Tlie  South  Ctu- 
olina  Managed  Care  Improvement  Act  of  1 995 ) is 
included  in  this  report  as  Attachment  A. 

A second  issue  to  be  considered  is  a bill  (S.385) 
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inlrodiicccl  in  ihc  Senate  wliieh  gives  the  insured 
the  right  to  assign  his  or  her  liealth  insnranee  ben- 
el  its  to  tlie  provider  of  liis  or  lier  ehoiee.  We  are 
ealling  this  bill  the  "I’atient  Choiee  Bill."  The  lan- 
guage eonlained  in  this  bill  is  ineluded  in  this 
report  as  Attaehmenl  IT 
'I'he  hoard  is  ol' the  opinion  that  it  is  of  supreme 
importanee  tlial  the  medieal  profession  in  South 
Cai\)lina  take  a unified  stand  on  this  issue  and 
move  forward  to  enael  the  legislation  the  House 
adopts. 

.S'.  Nelson  Weston.  Ml) 

Chairman.  SCMA  Board  of  Trustees 

ATTACHMENT  A 
A BILL 

The  South  Carolina  Managed  Care  Improvement 
Aet  of  1995 

Seetion  1.  Definitions 

As  used  in  this  aet: 

a)  "health  eare  provider”  or  “provider”  means 
any  person,  eorporation.  partnership,  joint  ven- 
ture. network,  eooperative  arrangement,  or  any 
group  of  people  or  entities  who  are  lieensed  or 
eertified  to  praetiee  the  healing  arts  pursuant  to 
any  ehapter  of  Title  40  of  the  S.C.  Code  of  Laws, 
or  any  chapter  of  title  44  of  the  S.C.  Code  of 
Laws. 

b)  "managed  care  organization”  or  "organiza- 
tion” means  any  person  or  group  of  people,  eor- 
poration. partnership.  Joint  venture,  cooperative 
arrangement,  insurance  company,  insurance 
company  licensee,  or  any  other  group  or  entity 
whose  purpose  is  to  design  and  market  health 
care  services  in  South  Carolina,  whether  as  an 
insured  product  or  otherwise,  utilizing  principles 
of  utilization  review,  quality  assurance,  rationing, 
or  any  other  mechanism  as  an  integral  part  of  its 
business  to  control  health  care  costs. 

c)  “managed  care  provider  contract”  means  any 
written  agreement  between  a health  eare  provider 
and  a managed  care  organization  wherein  the 
health  care  provider  agrees  to  provide  services 
of  any  description  to  the  managed  care  organi- 


zation or  entities. 

d)  “participating  provider”  means  a health  eare 
provider  who  has  been  accepted  by  and  has 
signed  a managed  eare  provider  contract  with  a 
managed  care  organization. 

e)  “non-participating  provider”  means  a health 
eare  provider  who  has  not  signed  a managed  care 
provider  contract  with  the  managed  care  orga- 
nization. 

Seetion  2.  Every  citizen  of  this  state  shall  have 
the  right  to  receive  health  care  from  the  provider 
of  their  choice.  Citizens  enrolled  in  managed  care 
plans  have  the  right  to  receive  treatment  from 
non-participating  providers.  If  an  enrollee  in  a 
managed  care  plan  elects  to  receive  health  care 
services  from  a non-participating  provider,  the 
managed  care  organization  must  reimburse  the 
non-participating  provider  on  the  same  terms  as 
it  reimburses  similar  participating  providers. 
However,  in  order  to  assure  viability  of  managed 
care  systems  in  this  state  and  to  ensure  cost  con- 
trol the  managed  care  organization  may  reduce 
the  amount  of  reimbursement  paid  the  non-par- 
tieipating  provider  by  as  much  as  15%  of  the 
amount  paid  to  a participating  provider.  Any  non- 
participating  provider  who  provides  services  in 
this  circumstance  may  collect  outstanding  bal- 
ances directly  from  the  patient  after  payment  is 
made  by  a third  party  and  is  hereby  deemed  to 
be  subject  to  the  same  utilization  review,  pre-cer- 
tification procedures,  and  quality  assurance  cri- 
teria as  are  participating  providers. 

Section  3.  Any  managed  care  organization  doing 
business  in  South  Carolina  must  allow  any  health 
care  provider  to  apply  to  the  managed  care  orga- 
nization to  be  accepted  as  a participating 
provider.  This  universal  right  shall  apply  only  to 
the  application  process.  A managed  care  orga- 
nization shall  have  the  right  to  deny  acceptance 
of  the  provider  into  the  managed  care  organiza- 
tion as  a participating  provider  on  the  following 
bases: 

a)  the  provider  is  not  properly  licensed,  regis- 
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tered.  or  cerlit'ied  in  this  state 

b)  the  provider’s  applieation  and/or  investigation 
ot  the  matters  contained  therein  indicate  the  prac- 
tice history  of  the  provider  is  not  suited  to  tlie 
managed  care  organization 

c)  the  managed  care  organization  has  a sufficient 
number  or  providers  in  the  applicant's  special- 
ty area  or  geographic  area  to  meet  its  optimum 
demand  for  these  services 

d)  the  services  offered  by  tlie  provider  are  not  uti- 
lized by  the  managed  care  organization 

Section  4.  Any  managed  care  organization  doing 
business  in  South  Carolina  must  publish  and  pro- 
\ ide  to  applicants  a list  of  criteria  serving  as  a 
condition  precedent  to  participation  in  the  sys- 
tem which  at  a minimum  outlines; 

a)  the  geographic  area  in  which  the  organization 
intends  to  provide  services 

b)  the  number  of  people  in  the  geographic  area 
likely  to  need  medical  services 

c)  the  number  of  medical  doctors,  by  specialty, 
needed  to  provide  appropriate  services  at  an  opti- 
mum level  for  the  business  purposes  of  the  orga- 
nization 

d)  the  number  of  hospitals  and  outpatient  facil- 
ities needed  to  provide  appropriate  services  at  an 
optimum  level  for  the  business  purposes  of  the 
organization 

e ) the  types  of  non-medical  doctor  providers  who 
will  be  utilized  by  the  organization 

f)  a general  description  of  the  types  of  entities  to 
which  the  organization  intends  to  market  its  ser- 
vices to 

Section  5.  A managed  care  organization  doing 
business  in  South  Carolina  may  not  terminate  a 
participating  provider  from  the  organization 
without  first  notifying  the  provider,  in  writing. 


of  the  grounds  for  termination.  The  participat- 
ing provider  so  notified  shall  have  ten  days  to 
rec|Liest  review  of  the  grounds  for  termination  by 
the  managed  care  organization.  If  such  review 
is  requested,  the  managed  care  organization  shall 
review  the  termination  offering  the  following 
minimum  due  process: 

A.  If  the  basis  for  termination  is  alleged  improp- 
er utilization  of  services,  and  it  is  the  first  occur- 
rence of  such  an  allegation,  the  managed  care 
organization  must  inform  the  provider  of  the 
extent  and  nature  of  the  alleged  improper  uti- 
lization and  afford  the  provider  the  opportunity 
to  alter  his  or  her  practice  pattern  in  a manner 
suitable  to  the  managed  care  organization.  This 
review  may  be  conducted  administratively  with- 
in the  rules  and  regulations  of  the  managed  care 
organization. 

B.  In  all  other  circumstances,  including  a second 
allegation  of  improper  utilization: 

1 ) the  provider  must  be  notified  at  least  30  days 
in  advance  of  the  date.  time,  and  location  of  the 
hearing,  and  of  the  prov  ider's  right  to  have  coun- 
sel present. 

2)  the  managed  care  organization  has  the  right 
to  have  counsel  present. 

3)  a hearing  panel  of  three  providers,  all  of 
whom,  when  possible,  must  be  in  the  same  spe- 
cialty area  or  medical  enterprise  as  the  provider 
will  hear  the  matter.  A hearing  officer,  mutual- 
ly agreed  to  by  the  parties,  shall  preside  over  the 
hearing.  No  person  sitting  as  a hearing  officer  can 
be  in  economic  competition  with  the  prov  ider  or 
be  employed  by  an  entity  in  economic  compe- 
tition with  the  provider. 

4)  both  parties  have  the  right  to  conduct  rea- 
sonable discovei7.  through  subpoena,  deposition, 
or  otherw  ise,  present  ev  idence  and  conduct  cross- 
examination. 

5)  the  managed  care  organization  shall  provide, 
and  pay  for.  a means  of  recording  the  proceed- 
ing 
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mgs  which  will  allow  a review  ol  lhe  record  at 
a sLihsei|iienl  lime. 

6)  the  hearing  panel  must  reaeh  a decision  to 
nphoki  or  reverse  the  decision  to  terminate  the 
provitler  within  10 days.  II  tiesired,  the  non-pre- 
\ailing  party  has  the  right  to  ret|uesl  the  board 
r)rdireelors  t)l'the  managed  eare  organization  to 
review  the  record  of  and  the  hearing  panel’s  deci- 
sion. 'I'he  board  of  directors  may  sustain  or 
reverse  the  decision  of  the  hearing  panel.  The 
decision  ol'the  board  of  directors  is  final. 

7)  nothing  contained  in  this  chapter  shall  prohibit 
either  party  from  pursuing  other  remedies  that 
may  be  available  to  them. 

Section  6.  Any  clause  existing  in  any  managed 
eare  eontraet,  whether  executed  before  or  after 
the  effective  date  of  this  legislation,  allowing  for 
termination  of  a provider  without  cause,  is  here- 
by declared  null  and  void  as  a matter  of  public 
policy. 

Section  7.  Any  clause  existing  in  any  managed 
care  contract,  whether  executed  before  or  after 
the  effective  date  of  this  legislation,  containing 
any  language,  express  or  implied,  which  oper- 
ates to  or  may  operate  to  have  the  legal  liabili- 
ty of  the  managed  eare  organization,  its  processes 
and  procedures,  and  acts  and/or  omissions, 
including  those  of  its  agents,  committees,  assigns, 
or  directors,  indemnified  by  the  participating 
providers  is  hereby  declared  null  and  void  as  a 
matter  of  public  policy. 

Section  8.  There  is  hereby  created  the  South  Car- 
olina Managed  Care  Uniform  Credentialing 
Council,  made  up  of  the  chief  executive  officers 
from  the  SC  Managed  Care  Association,  the  SC 
Hospital  Association,  and  the  SC  Medical  Asso- 
ciation, all  appointed  by  the  governor.  The  Coun- 
cil will  design  a uniform  managed  care  creden- 
tialing  application  to  be  used  by  all  managed  care 
organizations  doing  business  in  this  state.  The 
council  shall  make  a report  to  the  Health  Care 
Planning  and  Oversight  Committee  no  later  than 
April  1,  1995. 


S.384  as  introduced  in  the  Senate  reads  as  fol- 
lows: 

“SHC  riON  I.  I'he  1976  Code  is  amended  by 
adding: 

Section  38-7  I -270.  Nothing  in  this  title  may  be 
construed  to  limit  an  insurer,  health  maintenance 
organization,  preferred  provider  organization, 
health  eare  service  corporation,  or  other  third 
party  payor  from  determining  the  scope  of  its 
benefits  or  services  or  any  other  terms  of  its 
group  or  individual  insured,  or  both,  subscriber 
or  enrollee  contracts  nor  from  negotiating  con- 
tracts with  licensed  providers  on  reimbursement 
rates  or  any  lawful  provisions,  except  that  the 
contract  providing  coverage  to  an  insured  may 
not  exclude  the  right  of  assignment  of  benefits 
to  a provider  at  the  same  benefit  rate  as  paid  to 
a contract  provider. 

RKPOR T OF  THE  CHIEF  EXECUTIVE 
OFFICER 

It  is  my  pleasure  to  report  to  the  House  of  Del- 
egates on  the  activities  of  the  South  Carolina 
Medical  Association  (SCMA)  and  its  sub- 
sidiaries. 

As  in  the  past  1 have  had  the  opportunity  to 
accompany  the  president  and  other  officers  to 
county  medical  society  meetings.  We  welcome 
the  opportunity  to  meet  with  you  and  discuss 
your  concerns  and  the  activities  of  the  SCMA. 
I hope  that  those  societies  which  we  were  able 
to  visit  found  these  visits  informative.  I would 
also  encourage  component  societies,  county  or 
specialty,  to  invite  representatives  of  the  SCMA 
to  your  meetings.  The  opportunity  to  share  infor- 
mation and  to  hear  your  views  and  concerns  is 
important  to  the  SCMA. 

The  1 994  elections  have  had  a profound  effect 
on  the  activities  of  the  SCMA.  Prior  to  Novem- 
ber 8,  1994,  many  man  hours  were  spent  fol- 
lowing the  activities  of  government  at  the  nation- 
al and  state  level  as  health  care  reform  proposals 
were  introduced,  studied  and  modified  by  a vari- 
ety of  committees.  Today  the  private  sector  is 
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moving  very  rapidly  to  reform  health  care  deliv- 
ery and  governments  no  longer  mention  health 
care  as  a major  problem.  Insurance  company 
mandates,  not  legislative  action,  are  driving 
health  care  reform  and,  for  the  most  part,  the 
average  citizen  is  unaware  of  the  consequences 
of  this  change.  In  reaction  to  the  payor  mandates, 
the  private  sector  is  responding  with  hospitals 
fomiing  regional  networks  to  compete  with  other 
hospital  networks,  large  multispecialty  groups 
fomiing  to  gain  economic  and  negotiating  power, 
and  our  own  Physicians  Care  Network  operat- 
ing a statewide  managed  care  program. 

This  new  environment  is  developing  day  by  day 
with  philosophical  changes  that  are  foreign  to  the 
ways  of  the  past.  Government  downsizing,  tax 
reform,  budget  cuts,  moving  to  a cabinet  form  of 
government  and  many  other  activities  are  chang- 
ing the  way  the  legislature  and  the  state  agencies 
do  business.  The  SCMA’s  interaction  with  this 
new  government  is  changing  as  well.  I would 
refer  you  to  the  report  of  the  Legislative  Activ- 
ities Committee  for  a more  detailed  analysis  of 
the  bills  we  are  following.  I do  not  want  to  give 
the  impression  that  we  no  longer  need  to  be  vig- 
ilant but  only  that  we  are  in  a state  of  flux. 

The  fiscal  affairs  of  the  association  and  sub- 
sidiaries remain  healthy  as  does  membership  in 
the  association.  1 refer  you  to  the  reports  of  the 
treasurer  and  the  chairmen  of  the  subsidiary 
boards  for  details.  I would  like  to  take  this  oppor- 
tunity to  highlight  a few  points.  The  South  Car- 
olina Institute  for  Medical  Education  and 
Research  (SCIMER)  is  providing  a tremendous 
opportunity  for  physicians  to  participate  in  the 
Section  170  Program.  Representatives  of 
SCIMER  have  a booth  in  the  exhibit  area  and  I 
recommend  you  visit  and  leam  about  the  pension 
and  tax  benefits  of  this  program.  SCMA  Einan- 
cial  Services,  Inc.,  our  insurance  agency,  is  now 
one  year  old  and  providing  SCMA  members  with 
sound  advice  about  their  insurance  needs.  The 
Physicians  Care  Network  is  operational  statewide 
and  is  providing  managed  care  services  to  self- 
insured  employers  in  the  state.  We  reported  last 
year  that  the  SCMA  had  an  increase  in  mem- 
bership of  500  members  and  that  trend  contin- 
ues. We  have  not  had  a dues  increase  since  1989 
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and  we  do  not  anticipate  one  in  the  foreseeable 
future. 

A new  activity  the  SCMA  has  undertaken  this 
year  was  to  apply  for  and  be  awarded  a grant 
from  the  Robert  Wood  Johnson  Eoundation  to 
develop  public/private  partnerships  to  provide 
health  care  through  PARTNERSHIP  EOR  CHIL- 
DREN. The  SCMA  has  subcontracted  with  the 
Department  of  Health  and  Environmental  Con- 
trol (DHEC),  and  through  the  joint  efforts  of  the 
two  organizations  a network  of  partnerships  is 
being  developed  throughout  the  state. 

Last  year  1 reported  to  you  that  the  SCMA  was 
involved  in  discussions  with  technology  com- 
panies to  determine  how  emerging  technologies 
can  be  applied  to  medical  practice.  I am  happy 
to  report  that  we  are  working  closely  with  Bell- 
South to  make  technology  available  to  physi- 
cians. We  hope  to  announce  in  the  very  near 
future  the  results  of  our  efforts  and  make  an 
enhanced  data  communication  system  available 
to  physicians.  We  are  also  investigating  other 
areas  of  technology  to  enhance  communication 
between  the  SCMA  and  the  membership.  Lax 
broadcasting  that  will  provide  the  membership 
with  up-to-the-minute  communications  and 
Internet  are  two  of  the  most  promising.  The  staff 
of  the  SCMA  is  utilizing  computer  technology 
to  the  point  now  that  every  employee  has  access 
to  the  computer  via  terminals  in  their  offices,  as 
well  as  from  their  homes  if  they  have  a home 
computer.  The  use  of  computers  began  in  the 
SCMA  in  the  mid  to  late  '70s  and  has  evolved 
from  one  of  the  first  personal  computers  avail- 
able on  the  market  to  the  highly  sophisticated  sys- 
tem we  operate  today.  Technology  has  played  a 
significant  role  in  keeping  administrative  costs 
down  in  the  SCMA  and  we  hope  to  assist  you  in 
taking  advantage  of  these  same  technologies,  not 
only  for  the  administration  of  your  office,  but  in 
the  practice  of  your  profession  as  well. 

I have  been  an  employee  of  the  SCMA  for  over 
20  years  and  I can  state  without  reservation  that 
the  organization  is  the  strongest  it  has  ever  been. 
We  have  the  largest  membership  ever  and  rep- 
resent the  highest  percentage  of  South  Carolina 
physicians  this  year  than  in  the  past  40  years.  The 
SCMA  is  financially  strong  and  employs  a staff 
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()1  highly  compclciil  ami  dcclicalccl  indivkhials 
who  work  very  hanl  lo  serve  the  [diysieiaiis  of 
South  (’aroliiia.  I'he  greatest  strength  of  the 
SC'MA  is  the  leadership  |)rovided  by  a hard- 
working and  dedieated  Board  oi  rrustees. 

At  the  national  level  the  SC’MA  is  providing 
leatlership  through  Randy  Smoak,  Ml),  serving 
on  the  AMA  Board  oi  rrustees;  Walter  Roberts. 
Ml),  serving  on  the  Board  ol  OSMAB;  Ken 
DeHart.  Ml),  serving  on  the  C'B'r  liditorial 
Board;  Dina  (iriee.  Ml),  serving  on  the  AMA 
Ad\  isory  Committee  on  Women  in  Medieine; 
C’arol  Niehols.  Ml),  serving  on  the  AMA  b'ed- 
eration  Study  C’ommittee;  and  my  service  on  the 
Ameriean  Association  ot  Medical  Society  Exec- 
utives Advisory  Committee  to  AMA  EVP  James 
J'odd.  MI). 

Finally,  let  me  take  this  opportunity  to  thank 
you  on  behalf  of  the  SCMA  staff  and  myself  for 
your  support  r)ver  the  past  year. 

William  F.  Mahon 

Chief  Executive  Officer 

REPORT  OF  THE  EDITOR  OE  THE 
JOURNAL 

We  might  remember  1994  as  the  '‘year  of  the 
symposiutn.”  since  seven  of  the  1 2 issues  of  The 
Journal  were  given  to  special  topics.  We  are 
deeply  indebted  to  the  guest  editors.  We  believe 
such  issues  make  our  journal  competitive  with 
national  and  regional  periodicals  as  a means  of 
keeping  physicians  informed  about  state-of-the- 
art  medieine.  We  further  believe  that  such  issues 
provide  an  ideal  forum  for  physicians  through- 
out South  Carolina  to  cooperate  toward  common 
goals. 

No  fewer  than  25  articles  published  by  physi- 
cians in  private  practice  during  1993  and  1994 
were  eligible  for  this  year’s  Roe  award.  This  is 
gratifying,  for  our  editorial  policy  has  been  to 
honor  the  original  purpose  of  The  Journal-.  To 
provide  a place  for  practicing  physicians  to  pub- 
lish their  original  observations.  We  continue  to 
welcome  guest  editorials  and  letters-to-the-edi- 
tor.  To  that  end.  we  believe  that  it  is  appropriate 
to  feature  a guest  editorial  by  a physician  for- 
merly in  private  practice  (now  retired  because  of 
the  illness  described  in  his  poignant  paper)  in  this 


year's  annual  meeting  issue. 

I remain  indebted  to  Fdi/abeth  Y.  (Betty)  New- 
som of  the  Waring  Historical  Eibrary  for  the 
excellent  covers,  which  make  our  Journal  a run- 
ning showcase  for  South  Carolina’s  medical  her- 
itage. And  I also  remain  indebted  to  Joy  Dren- 
nen,  whose  work  continues  to  ama/e  me.  Despite 
the  dramatic  decline  in  national  advertising  in 
recent  years,  the  1 993- 1 994  bvudget  year  ended 
with  The  Journal  being  only  $5  1 .28  under  bud- 
get in  revenues.  J'his  was  due  to  our  staff’s  efforts 
to  generate  local  advertising  revenues.  And  we 
are,  of  course,  indebted  to  the  advertisers. 

I thank  the  Board  of  Trustees  and  the  SCMA 
membership  for  the  privilege  of  serving  as  edi- 
tor. 

Charles  S.  Bryan,  Ml) 

Editor,  The  Journal 

MEMBERS’  INSURANCE  TRUST 
REPORT 

The  SCMA  Members'  Insurance  Trust  (MIT) 
completed  last  fiscal  year  with  a surplus  of 
$2,424,657.  The  total  revenues  collected  for  the 
year  ending  June  30.  1 994.  were  $9,708,645,  and 
claims  paid  plus  expenses  amounted  to 
$7,283,988. 

The  MIT  Board  voted  not  to  raise  premiums 
in  March  of  1 994  and  to  continue  to  evaluate  the 
financial  picture  to  determine  if  an  increase 
would  be  necessary.  The  rate  structure  is  cur- 
rently being  studied  by  actuaries  and  the  MIT 
Board  will  act  according  to  their  recommenda- 
tions. The  MIT  is  fiscally  .sound  with  reserves  for 
incurred  but  not  reported  claims  of  $ 1 .825.000, 
and  unassigned  reserves  of  $4,226,773. 

A financial  audit  of  the  MIT  was  conducted  by 
Elliott,  Davis  and  Company  and  a copy  of  the 
audit  is  attached  to  this  report  for  your  review. 

On  August  15,  1994.  the  MIT  initiated  a man- 
aged care  program  by  contracting  with  Physi- 
cians Care  Network.  To  date  the  program  has 
operated  very  smtvothly  and  we  anticipate  sav- 
ings at  the  end  of  the  first  year  under  the  network. 

The  MIT  continues  to  offer  the  advantages  to 
physicians  of  guaranteed  aeceptanee  into  the  plan 
for  SCMA  members,  coverage  for  your  spouse 
if  you  predecease,  and  a plan  totally  operated  and 
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financed  by  the  SCMA.  The  plan  is  in  its  thir- 
teenth year  of  operation. 

A special  thanks  to  the  MIT  Board  and  the  staff 
of  the  SCMA  for  their  hard  work  this  past  year. 
On  a personal  note,  my  term  will  expire  at  this 
Annual  Meeting  and  1 wish  to  thank  the  SCMA 
for  providing  me  the  opportunity  to  serve  on  the 
board  of  the  MIT.  The  support  provided  to  me 
personally  by  my  fellow  board  members  and  the 
staff  made  my  service  very  rewarding.  1 would 
encourage  all  SCMA  members  to  consider  the 
MIT  for  your  health  insurance  needs.  It  is  respon- 
sive to  the  needs  of  physicians  in  a way  no  insur- 
ance company  can  match. 

Daniel  W.  Brake,  MD 
President 

REPORT  OF  SCMA  FINANCIAL  SER- 
VICES, INC. 

It  is  my  privilege  to  make  this,  the  first  annu- 
al report  of  SCMA  Financial  Services,  Ine.,  to 
the  House  of  Delegates.  The  original  purpose  of 
SCMA  Financial  Services,  Inc.  was  to  establish 
a wholly  owned  subsidiary  of  the  South  Caroli- 
na Medical  Association  (SCMA)  which  could 
handle  the  various  insurance  needs  of  the  SCMA 
and  collect  the  commissions  which  were  being 
paid  to  insurance  agencies  and  brokers  around 
the  state.  Once  we  were  in  the  business  we  found 
that  there  were  many  facets  of  insurance  of  which 
we  had  been  unaware  and  that  there  was  a def- 
inite advantage  to  employing  agents  who  would 
look  out  for  our  best  interests. 

It  became  readily  apparent  that  a similar  ser- 
vice would  be  of  immense  value  to  the  mem- 
bership and  thus  SCMA  Financial  Services,  Inc. 
has  expanded  to  provide  trained  agents  to  con- 
sult with  the  membership  and  provide  propos- 
als from  high  quality  companies  at  competitive 
prices.  To  date  we  are  providing  life,  disability, 
health,  and  professional  liability  policies  to  the 
membership  at  the  most  competitive  prices  we 
can  find. 

Please  visit  our  booth  in  the  exhibit  area  and 
meet  our  agents. 

Edward  W.  Catalano,  MD 
Chairman 
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REPORT  OF  THE  PHYSICIANS  CARE 
NETWORK  BOARD  OF  DIRECTORS 

I am  pleased  to  provide  the  House  of  Delegates 
with  information  regarding  the  current  status  of 
the  Physicians  Care  Network  (PCN). 

The  PCN  was  formed  early  in  1 993  in  order  to 
create  a statewide  economic  unit  of  physicians 
who  would  work  directly  with  employers  to  man- 
age the  cost  and  quality  of  health  care.  Many 
other  state  medical  associations  are  now  form- 
ing similar  networks. 

Our  marketing  efforts  have  confirmed  that  a 
large  number  of  employers  in  South  Carolina  are 
interested  in  the  Physicians  Care  Network,  and 
we  have  been  successful  in  being  a finalist  in 
many  bids.  The  South  Carolina  Medical  Asso- 
ciation’s (SCMA’s)  Members’  Insurance  Trust 
has  implemented  the  Physicians  Care  Network 
and  has  experienced  significant  savings  from 
PCN’s  negotiated  rates  with  hospitals  and  ancil- 
lary service  providers. 

Other  PCN  clients  are:  Fennell  Container  Com- 
pany, Inc.,  the  largest  independent  waste  hauler 
in  South  Carolina,  and  Employee  Resource  Man- 
agement Company,  the  company  chosen  as  the 
SC  Emerging  Entrepreneur  of  the  Year  for  1 994. 

Our  network  cuiTently  has  over  2700  physician 
members  as  well  as  podiatrists  and  oral  surgeons. 
Thirty-seven  (37)  hospitals  have  signed  contracts 
with  the  network.  PCN  has  also  signed  contracts 
with  numerous  reference  laboratories,  home 
health  providers,  ambulatory  surgicenters,  and 
other  ancillary  providers. 

We  have  come  a long  way  in  a short  period  of 
time.  We  need  your  support  in  order  to  assure  the 
continued  success  of  the  PCN.  Specifically,  we 
ask  each  SCMA  member  to: 

- join  the  Physicians  Care  Network  and  encour- 
age your  colleagues  to  Join; 

- invite  a PCN  representative  to  your  county 
or  specialty  society  meeting; 

- check  whether  your  hospital  is  a member  of 
the  PCN  and,  if  not,  ask  your  hospital  adminis- 
trator to  sign  a PCN  contract; 

- provide  the  names  of  business  contacts  to 
either  Barbara  Whittaker,  Senior  Vice  President, 
or  George  O’  Laughlin,  Marketing  Director. 

The  success  of  PCN  depends  on  the  com  mi  t- 
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menl  you,  as  physicians,  are  willing  to  make. 
Thank  you  for  your  suppport. 

Daniel  W.  Brake,  Ml) 

Chairman 

REPORT  OF  THE  SOUTH  CAROLINA 
INS  rn  LITE  FOR  MEDICAL  EDUCATION 
AND  RESEARCH  (SCTMER) 

'I'lic  South  Carolina  Institute  tor  Medical  ETlu- 
eation  and  Research  (SCIMER)  will  award  21 
scholarship  grants  at  the  1995  South  Carolina 
Medical  Association  (SCMA)  Annual  Meeting. 
Fourteen  will  be  awarded  Jointly  with  the  South 
Carolina  Medical  Association  Alliance  to  seven 
students  from  each  of  the  two  medical  schools 
in  South  Carolina.  Other  scholarships  to  be 
awarded  are  the  Stuckey  Scholarship  to  a student 
from  Bamberg  County;  three  scholarships  con- 
tributed by  a cardiology  group  from  Spartanburg; 
and  the  Conway  Hospital  Medical  Staff  Schol- 
arship. Also  this  year,  one  scholarship  (Annie 
Fair)  will  be  awarded  to  a student  from 
Greenville.  A $2()()0  award  will  be  presented  to 
a medical  student  for  best  research  project. 

Each  student  at  both  South  Carolina  medical 
schools  received  a letter  from  SCIMER  in  Jan- 
uary announcing  the  .seholarship  availability  and 
the  procedures  to  apply. 

SCIMER  would  like  to  express  appreciation 
for  the  financial  support  provided  by  those  of  you 
who  paid  an  extra  $25.00  on  your  dues  billing 
this  year. 

Last  year,  we  endorsed  two  new  projects  for 
the  benefit  of  physieians  in  the  state.  First,  the 
Section  1 70  Plan,  unique  to  SCIMER,  was  made 
available  to  South  Carolina  physicians  in  the  fall 
of  1993.  We  ean  offer  physicians  this  charitable 
annuity,  among  other  benefits,  thus  ensuring 
guaranteed  income  for  life.  During  the  past  year, 
this  program  has  been  very  successful  and  will 
be  a tremendous  benefit  to  SCIMER  in  the  future. 
Second,  in  February,  1994,  SCIMER  joined  Sis- 
ter-eity  to  collect  used  office  furniture,  medical 
equipment  and  supplies  to  be  shipped  to  Plov- 
div, Bulgaria.  This  will  enable  their  country  to 
improve  its  medieal  technology.  Last  year,  sev- 
eral contributions  were  made  to  this  cause. 

Finally,  1 would  like  to  express  my  sincere 


thanks  to  the  members  of  the  Board  of  Directors 
for  the  time  and  effort  they  have  given  to  this 
worthwhile  activity. 

Alexander  Donald,  Ml) 

President 

REPORT  OF  THE  SCMA  DELECJATION 
TO  THE  AMA 

During  the  past  year  the  South  Carolina  Del- 
egation to  the  American  Medical  Association 
(AMA)  has  continued  to  function  as  a visible  and 
dedicated  unit,  representing  our  physicians  well 
on  the  national  level.  Delegates  Dan  Brake,  MD; 
Chris  Hawk,  MD;  Charles  Duncan,  MD;  and  I, 
and  Alternate  Delegates  John  Simmons,  MD; 
Steve  Imbeau,  MD;  Roger  Gaddy,  MD;  and  Nel- 
son Weston,  MD;  have  been  aided  in  this  rep- 
resentation by  President  Marion  Burton.  MD; 
President-Elect  Ned  Nieholson.  MD;  Secretary 
Bryan  Walker.  MD;  and  Treasurer  Carol  Nichols, 
MD;  at  AMA  meetings.  Utilizing  this  talent  and 
dedication  fully,  the  delegation  has  reviewed  and 
critiqued  the  hundreds  of  resolutions  and  reports 
which  constitute  the  business  of  the  AMA  Hou.se 
of  Delegates  each  meeting,  debating  and  voting 
upon  them  in  the  fashion  we  feel  best  relJects  the 
attitude  and  philosophy  of  the  membership  of 
South  Carolina  Medical  Association  (SCMA). 

At  the  Annual  Meeting  in  Chicago  last  June, 
I was  privileged  to  served  as  chaimian  of  the  Ref- 
erence Committee  on  Constitution  and  Bylaws; 
and  at  the  Interim  Meeting  in  Honolulu.  Dr. 
Charles  Duncan  was  a member  of  the  Referenee 
Committee  on  Legislation.  Bill  Mahon  and  I con- 
tinue to  serve  on  the  Managed  Care  Partnership 
Group,  working  with  five  other  states  and  sev- 
eral specialty  societies  and  developing  AMA  pol- 
icy toward  managed  eare.  In  addition.  Bill  is  a 
member  of  a clo.se-knit  group  of  state  executives 
who  regularly  meet  with  AMA  Chief  Executive 
Jim  Todd.  MD,  in  molding  and  direeting  imple- 
mentation strategies  for  the  AMA  House  of  Del- 
egates and  Board  of  Trustees.  Sueh  appointments 
and  services  are  a eompliment  to  and  recog- 
nization  of  the  quality  of  our  AMA  Delegation, 
in  my  opinion. 

This  year  Dr.  Randolph  Smoak  completes  his 
first  three-year  term  as  a member  of  the  AMA 


204 


Tlie  Journal  of  the  South  Carolina  Medical  Association 


OTHER  REPORTS 


Board  of  Trustees.  It  is  unerringly  clear  that 
Randy  is  steadily  ascending  in  national  promi- 
nence in  organized  medicine.  This  year  he  was 
elected  member-at-large  of  the  board's  Executive 
Committee  and  appointed  the  very  important 
chairmanship  of  the  board’s  Einance  Committee. 
He  has  become  AMA’s  spokesman  on  many 
important  issues,  highly  visible  in  the  AMA  pro- 
gram to  make  America  free  of  the  ravages  of 
tobacco-caused  illnesses  by  the  year  2()()0.  South 
Carolina  has  every  right  to  be  proud  of  Dr.  Smoak 
and  secure  that  we  are  heard  prominently  in 
national  affairs  because  of  him.  At  present. 
Randy  is  unopposed  for  reelection  to  the  board. 

Following  a study  completed  last  year,  major 
changes  have  been  undertaken  this  year  in  the 
organizational  structure  of  AMA.  This  is  being 
done  in  an  effort  to  make  AMA  a “leaner."  bet- 
ter functioning  and  less  costly  operation.  There 
has  already  been  considerable  downsizing  in 
many  areas,  changes  which  project  to  a savings 
of  as  much  as  four  million  dollars  annually  for 
our  organization.  This  restructuring  has  also  led 
to  delineation  of  chain  of  command  and  respon- 
sibility. in  my  opinion.  Though  the  AMA  con- 
tinues to  increase  in  membership,  the  increase- 
marginal.  I might  add  income  from  either  sources 
has  fallen.  Notable  in  this  regard  is  income  from 
pharmaceutical  company  advertising  in  the 
AMA's  many  journals  and  other  publications, 
which  has  decreased  dramatically. 

As  I have  reported  to  you  in  The  Journal  of  the 
South  Carolina  Medical  Association  following 
each  AMA  meeting,  this  has  been  an  epochal, 
perhaps  even  pivotal  year  for  medicine  in  this 
country.  Certainly  the  most  important  event  has 
been  the  failure  of  the  Clinton  Administration 
efforts  to  implement  health  care  reform. 
Although  many  physicians  view  this  as  some- 
thing of  a success,  it  should  be  remembered  that 
the  need  for  .some  changes  in  health  care  deliv- 
ery was  addressed  initially  by  physicians  in  the 
AMA’s  Health  Access  America  publication,  that 
much  of  President  Clinton’s  plan  for  "reform” 
was  taken  from  proposals  in  that  publication,  and 
that  many  of  the  worthwhile  goals  for  physicians 
and  for  the  practice  of  medicine  in  the  future  still 
may  be  achievable  in  some  "reform”  initiative. 


The  AMA  is  therefore  still  committed  to  some 
effort  at  “incremental  reform.”  including  tort 
reform,  changes  in  the  singularly  unfair  anti-trust 
laws  as  they  apply  to  physicians  and  to  the  insur- 
ance industry,  and  continued  advancement  of  the 
Patients  Protection  Act  nationally,  in  orderlo  pro- 
tect our  patient’s  ability  to  select  their  own  physi- 
cian, and  to  assure  patients  that  quality  of  care 
is  not  being  sacrificed  in  the  cuiTent  frenzy  to  cut 
health  care  dollars. 

The  widespread  nationwide  burgeoning  growth 
of  “managed  care”  is  being  addressed  by  AMA 
in  policy  other  than  the  Patients  Protection  Act. 
While  most  of  us  continue  to  feel  that  medical 
care  is  best  deliverd  in  a fee-for-service  fashion, 
the  AMA  recognizes  that  managed  care  delivery 
seems  to  be  here  to  stay.  Living  with  it  is  not  going 
to  be  always  easy.  Many  physicians  over  the 
country,  particularly  on  the  west  coast,  are  see- 
ing the  major  portion  of  their  income  deriving 
from  managed  care  entities.  Many  are  forming 
their  own  managed  care  groups.  Even  in  South 
Carolina  we  have  formed  the  SCMA  Physicians 
Care  Network,  recognizing  that  reality  demands 
our  involvement.  The  AMA  Council  on  Ethical 
and  Judicial  Affairs  (CEJA ) has  established  stan- 
dards accepted  by  the  AMA  House  of  Delegates 
which  delineate  the  managed  care  entities’  obli- 
gation to  disclose  carefully  to  the  patient  what 
benefits  he  truly  enjoys  and  outlines  for  the  physi- 
cian what  his  obligations  are  to  the  patient  while 
working  in  this  managed  care  environment. 

The  AMA  continues  to  be  a powerful  organi- 
zation, easily  the  most  powerful  medical  orga- 
nization in  the  world.  This  power  not  only 
extends  to  the  political  and  legislative  arena,  but 
to  the  educational  arena,  and  to  the  arena  in 
which  ethical  standards  are  set.  Our  strength 
resides  in  membership,  and  the  dedication  of  that 
membership.  Always  the  foremost  premise  of 
the  AMA  is  to  do  what  is  best  for  our  patients, 
the  premise  which  exists  in  the  heart  and  mind 
of  every  practicing  physician,  we  pray.  Your 
AMA  delegation  is  committed  to  that  premise 
and  will  do  its  best  to  represent  you  as  well  as 
we  can. 

Walter  J.  Roberts,  Jr,  MD 

Chairman 
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The  1 994-95  year  lias  been  exeilitig  on  both  a 
national  and  a statewide  level.  Nationally,  alter 
an  intense  grassroots  lobbying  eanipaign  by 
nieinbers  of  the  Young  Physieians  Seetion 
(YPS),  the  Aineriean  Medieal  Association 
(AM  A)  Board  adopted  the  resolution  calling  for 
a elesignated  position  on  the  Board  of  Trustees 
for  a physician  under  the  age  of  40.  A repre- 
sentative of  the  YPS  will  be  elected  at  the  Annu- 
al Meeting  in  June,  1995.  This  should  insure  that 
the  interests,  concerns,  and  perspectives  of  young 
physieians  will  always  be  a part  of  the  Board  of 
Trustee’s  deliberations.  The  South  Carolina  YPS 
was  well  represented  at  both  the  Annual  Meet- 
ing and  Interim  Meeting  by  our  delegate.  Dr. 
March  Seabrook  (gastroenterology,  Columbia) 
and  our  alternate  delegate.  Dr.  Dina  Grice  (der- 
matology, Columbia).  As  in  the  past,  both  South 
Carolina  Medical  Association  (SCMA)-YPS  rep- 
resentatives were  quite  active  in  reference  com- 
mittees. On  a statewide  level,  a bylaws  change 
was  enacted  at  the  YPS  Annual  Meeting.  This 
will  allow  the  YPS  Governing  Council  to  be 
more  streamlined  and  better  able  to  respond  to 
the  needs  of  the  section. 

Several  objectives  were  outlined  by  the  Gov- 
erning Council  for  the  1994-95  year.  I am  happy 
to  report  that  these  goals  are  well  on  their  way 
to  being  achieved.  They  are  briefly  summarized 
below. 

1 . The  YPS  has  had  a representative  on  the  Edi- 
torial Board  of  The  Journal  of  the  South  Cai'olina 
Medical  Association  approved.  After  a statewide 
search  by  the  council.  Dr.  Colin  Howden  (gas- 
troenterology, Columbia)  has  been  nominated 
and  subsequently  endorsed  by  The  Journal  Edi- 
torial Board.  With  his  vast  academic  and  research 
experience,  the  YPS  Council  is  confident  that  the 
Dr.  Howden  will  represent  the  section  quite  well. 

2.  In  an  effort  to  improve  communication  with 


section  members,  a YPS  Editorial  Section  has 
been  atlded  to  the  “SCMA  Newsletter.”  4 he 
council  is  attempting  to  enlist  the  aid  of  as  many 
contributors  as  possible  on  various  topics  of  inter- 
est to  YPS  members. 

5.  In  conjunction  with  Mr.  Steve  Williams,  JD, 
the  YPS  Council  has  organized  a .series  of  region- 
al conferences  for  SCMA  members,  entitled, 
“Strategies  for  Success  in  a Managed  Care  Sys- 
tem.” The  first  of  these  seminars  was  held  in 
March  in  Columbia.  Euture  seminars  are  planned 
in  conjunction  with  local  county  medical  soci- 
eties. 

4.  Work  is  now  in  progress  for  the  develop- 
ment of  a statewide  network  of  legislative  key 
contacts.  Interested  physicians  of  any  age  are 
being  recruited  and  encouraged  to  develop  an 
ongoing  personal  relationship  with  their  state 
senator  and/or  representative.  The  YPS  Council 
is  hopeful  that  this  activity  will  greatly  improve 
the  involvement  of  all  SCMA  members  in  leg- 
islative activities. 

5.  Individually,  members  of  the  Young  Physi- 
cians Section  have  been  actively  functioning  on 
several  SCMA  committees,  the  board  of  the 
Physicians  Care  Network,  and  in  recruitment 
activities.  Presentations  to  interest  groups  such 
as  medical  students  and  residents  regarding  the 
activities  and  importance  of  the  SCMA  and 
AMA  are  ongoing.  Also,  ever  increasing  num- 
bers of  young  physicians  are  becoming  involved 
in  the  Doctor  of  the  Day  program. 

In  addition  to  these  long  range  goals,  the  Young 
Physicians  Section  Council  plans  to  increase 
membership  recruitment  efforts  in  the  upcom- 
ing year. 

Many  thanks  are  due  to  the  members  of  the 
YPS  Governing  Council  for  their  expertise  and 
their  sacrifice  of  time  and  effort. 

Richard  A.  Schmitt,  MD 
Chairman 
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AMA  SPFXIAL  CJUEST:  RICHARD  V.  CORLIN,  MD,  VICE  SPEAKER  OE 
THE  AMA  HOUSE  OE  DEITXJA TES 


Richard  F.  Coiiin,  MD.  a gastroenterologist  in  pri- 
\ ate  practice  in  Srmta  Monica,  California,  was  reelect- 
ed \'ice  speaker  of  the  American  Medical  Associa- 
tion (AMA)  House  of  Delegates  in  June.  1994. 

Dr.  Corlin  has  been  active  in  the  affairs  of  the 
AMA  for  the  past  1 6 yeru's.  having  served  for  nine 
years  as  a member  and  then  chair  of  the  AMA 
Council  on  Long  Range  Planning  and  Develop- 
ment. He  was  also  asked  to  chair  the  AMA  Com- 
mission on  Services  to  Young  Physicians,  which 
ultimately  led  to  the  creation  of  the  Young  Physi- 
cians Section  in  the  House  of  Delegates.  He  served 
as  chair  of  the  AMA  Study  committee  on  Hospital 
Medical  Staff,  and  has  been  a member  and  chair 
of  AMA  reference  committees.  He  was  a mem- 
ber of  the  Ad  Hoc  Committee  on  Physician  Man- 
power from  1 987  to  1 988.  and  as  a spokesperson 
for  AMA.  won  the  AMA  Speakers  Bureau  Awtu'd 
in  both  1980  and  1981.  the  last  two  years  the 
award  was  given. 

In  1992.  Dr.  Corlin  was  invited  by  the  Secretaiy 
of  Health  and  Human  Services.  Dr.  Louis  Sullivan, 
to  serve  as  a member  of  the  Advisory  Committee 
to  the  Director  of  the  National  Institutes  of  Health. 

Curi'ently  past  president  of  the  California  Med- 
ical Association  (CMA).  Dr.  Corlin  served  as  its 
president  from  1992  to  1993.  was  vice  speaker 
and  speaker  of  the  CMA  House  of  Delegates  for 
nine  years  and  a member  of  its  Board  of  Trustees 
for  1 2 years.  He  was  president  of  the  Los  Ange- 
les County  Medical  Association  (LACMA) 
Board  of  Trustees,  and  still  serves  as  a member 
of  the  board. 

Born  in  Newark.  New  Jersey.  Dr.  Corlin  is  a 
graduate  of  Rutgers  University,  and  received  his 
M.  D.  degree  from  Hahnemann  Medical  College. 
Following  residency  training  at  Hahnemann.  Dr. 


Corlin  served  as  a Lt.  Commander  in  the  mili- 
tary service.  USPHS.  Heart  Disease  and  Stroke 
Control  Program  from  1968  to  1970.  and  then 
took  a gastroenterology  fellowship  at  UCLA.  He 
is  a fellow  of  the  American  College  of  Physi- 
cians. a member  of  both  the  American  Gas- 
troenterology Association  and  the  American 
Society  of  Internal  Medicine,  and  a past  presi- 
dent of  the  Southern  California  Society  of  Gas- 
trointestinal Endoscopy.  He  is  also  an  assistant 
clinical  professor  at  the  University  of  California. 
Los  Angeles.  School  of  Medicine. 

Dr.  Corlin.  his  wife  Catherine  and  their  son 
reside  in  Santa  Monica. 


April  1995 


207 


T 


Health 

Volunteers 

Overseas 


Health 


Volunteers 


Overseas  is  dedicated 


to  improving  the  availability  and  quality  of  health  care  in 


developing  countries  through  training  and  education.  Volunteer 


your  skills!  Beeonie  a member  of  Health  Volunteers  Overseas! 


For  more  information,  call  202-296-0928 


Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


WHY  DO  YOU  GO  TO  WORK? 


Why  do  you  get  up  and  go  to  work 
each  morning?  Is  it  because  you  just 
love  what  you’re  doing  or  because  you 
need  at  least  some  of  the  income  to 
support  yourself  and  your  family'? 


If  you  need  at  least  some  of  the  income, 
how  much  of  it  do  you  need?  Is  there 
any  reason  to  assume  you  would  need 
less  if  you  became  disabled?  Our 
experience  shows  that  while  income 
decreases  during  a disability,  outgo 
increases. 


I 


If  you  do  need  at  least  some  of  your 
income,  prudent  risk  management 
dictates  that  you  insure  that  income.  If 
you  want  to  insure  it  with  a policy  that 
has  a guaranteed  premium,  you  only 
have  a very  short  time  to  do  so. 

The  disability  insurance  marketplace  is 
undergoing  a dramatic  transformation. 
The  changes  have  not  been,  and  will 
not  be,  good  for  physicians  (nor  any 
other  class  of  insureds  for  that  matter). 


We  are  witnessing  the  demise  of  the 
individual  non-cancelable  disability 
policy.  This  is  the  policy  form  that 
guarantees  that  the  company  can  never 
change  the  premium.  It  is  also  the 
policy  form  with  the  best  definitions. 

Which  contract  would  you  rather  have 
with  the  insurance  company?  One  that 
says  “we  guarantee  that  this  premium 
will  not  change  prior  to  age  65”  or 
one  that  says  “this  is  your  current 
premium  but  we  reserve  the  right  to 
increase  it.  ” 

We  think  the  non-cancelable  policy  will 
completely  disappear  in  the  next  few 
months.  Only  a handful  of  companies 
write  the  product  today;  soon  there  will 
be  none.  The  products  that  will  replace 
the  non-cancelable  policies  are  starting 
to  appear.  We  have  examined  them 
and  can  state  unequivocally  that  they 
are  not  as  good! 


Actual  claims  experience  on  disability 
policies  has  been  much  worse  than 
priced  for.  Companies  are  not  able  to 
adjust  premiums  on  non-cancelable 
policies  but  in  the  future  will  be  able  to 
do  so  on  new  policies  with  adjustable 
premiums.  You  can  review  the  increase 
on  your  health  insurance  premiums  to 
get  a .feel  for  what  will  happen  to 
disability  premiums. 

For  the  time  being,  SCMA  Members  are 
eligible  for  a 25%  premium  discount  on 


MAIL  RESPONSE  TO:  Carolina  Physicians  Advisory  Service 

Post  Office  Box  688 
Columbia,  SC  29202-0688 


Name  Specialty 


Address  City  Zip 

Have  you  used  tobacco  in  the  past  12  months?  YES NO 

DOB SEX MONTHLY  BENEFIT  DESIRED  $ 


a non-cancelable  policy  with  the  highest 
quality  definitions.  Quite  frankly,  we 
don’t  know  how  long  this  product  will  be 
available  but  think  it’s  very  limited.  If 
you  would  like  to  receive  information 
about  this  product,  please  return  the 
enclosed  response.  Time  is  of  the 
essence. 

Views  expressed  herein  are  those  of  the  authors 
only  and  in  no  way  represent  the  SCMA.  We  do 
not  give  tax  advice.  Only  your  attorney  and 
accountant  are  qualified  to  do  so. 


Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax  advice.  Oniy 
vour  attorney  and  accountant  are  quaitfied  to  do  so. 


t 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serriiig  the  members  of  the  South  Carolimi  Medical  Community. 
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BOOTH  COMPAN^ 

BOOTH  COMPAN^ 

NUMBER 

NUMBER 

48.49 

Abbott  Laboratories 

67 

MUSC.  Office  of  CME 

71.  72 

Bell  South  Business  Systems 

35 

New  Hope  Treatment  Centers 

66 

Carolina  Medieal  Review 

43 

Pfizer.  Inc. 

12 

Carolina  Physieians  Advisory  Serviee 

25 

Physicians  Equipment  Funding 

1 

Central  Pharmaeeutieals.  Ine. 

3 

J’he  PM  Group  - Columbia 

14 

Charter  Behavioral  Health  System 

31 

Protocare/Abbey  Infusion  Services 

30 

Ciba  Geneva  Pharmaeeutieals 

73 

The  Regional  Medical  Center 

50-54 

Companion  Teehnologies 

24 

Richland  Springs 

76-78 

CompuSystems.  Ine. 

28 

Roper  Health  System 

6 

DermTee.  Ine. 

37 

Saint  Mary's  Hospital 

64 

Disability  Determination  Division 

16 

SC  Academy  of  Physician  Assistants 

17 

Doctor's  Care 

and  P.  A.  Program.  MUSC 

40 

DuPont  Pharma 

7 

SC  AH  EC 

33 

Fisons  Pharmaeeutieals 

9 

SC  Chapter.  American  Massage 

43 

1.  C.  System.  Ine. 

Therapy  Association 

32 

Janssen  Pharmaceutiea 

62 

SCIMER/Section  170 

5 

Marion  Merrell  Dow.  Inc. 

74 

SCMA  Einancial  Services.  Inc. 

41 

Eh  Lilly  & Company 

44 

G.  D.  Searle  & Company 

23 

Mayrand  Pharmaceuticals 

18 

SC  Medical  Group  Management 

1 1 

Mead  Johnson  Nutritional  Group 

Association 

34 

Medical  Billing  Associates 

70 

SC  Organ  Procurement  Agency 

19 

The  Medical  Protective  Company 

13 

Southern  Medical  Association 

36 

Medicare  Part  B 

10 

United  States  Air  Eorce 

75 

Mercer 

4 

United  States  Army  Medical  Department 

15 

Merck-Human  Health  Division 

69 

United  States  Navy  Medical  Programs 

26 

Miles  Laboratories 

63 

use  School  of  Medicine 

39 

Wallace  Laboratories 

ACKNOWLEDGMENTS 

The  SCMA  gratefully  acknowledges  a contribution  to  defer  meeting  costs  from 
The  R.  L.  Bryan  Company.  The  Residents  Breakfast  Meeting  is  compliments  of  the 
Resident  Physicians  Section  of  the  AMA,  and  the  Young  Physicians  Luncheon  is 
compliments  of  the  Young  Physicians  Section  of  the  AMA. 

The  ice  cream  booth  is  compliments  of  Doctor's  Care,  and  a refreshment  break  in 
booth  #22  is  compliments  of  Bell  South  Business  Systems. 


April  1995 


vJtnrhk 

Guest  editorials  refleet  the  opinions  of  the  authors  and  do  not  neeessarily  represent  the 
opinions  of  the  offieers  and  trustees  of  the  South  Carolina  Medieal  Assoeiation. 

— CSB 

ORGAN  AND  TISSUE  DONATION,  MY  PERSONAL 
EXPERIENCE 


About  15  years  ago,  I was  a practicing 
orthopaedic  surgeon  in  a rural  community  in 
South  Carolina.  Having  turned  40  and  leaving  a 
large  group  practice,  the  future  looked  promis- 
ing. After  a year  and  a half,  my  practice  was 
growing  and  my  family  was  happy  with  our  new 
lifestyle.  Our  problem  began  with  a form  from 
the  American  Red  Cross  in  September  of  1982. 
Six  weeks  previously,  my  wife  had  donated 
blood  for  a neighbor.  The  letter  thanked  her  for 
her  donation  but  requested  that  she  never  give 
blood  again.  After  further  evaluation  by  a close 
friend,  a gastroenterologist,  we  found  that  both 
my  wife  and  I had  been  exposed  to  Hepatitis  B. 
My  children  were  vaccinated.  He  advised  me  to 
double  glove  during  surgical  procedures,  go  on 
with  our  normal  lives,  and  return  in  six  months 
for  reevaluation.  After  six  months,  my  wife  had 
converted  to  the  can  ier  state,  but  1 had  not  and 
was  classified  as  having  chionic  Hepatitis  B.  The 
advice  was  the  same  and  this  was  confirmed  by 
experts  in  Boston,  New  York  and  the  National 
Institutes  of  Health  (NIH).  We  were  not  aware 
of  the  possible  long-term  effects  of  being  a car- 
rier or  having  chronic  Hepatitis  B.  The  infor- 
mation was  not  available  at  the  time,  nor  were 
there  any  directives  from  the  Centers  for  Disease 
Control  concerning  invasive  surgery.  We 
returned  once  more  to  our  gastroenterologist.  In 
six  months,  the  situation  was  unchanged  and 
thereafter  we  saw  our  local  internist. 

It  is  now  known  that  about  1 0 percent  of  adults 
and  most  children  under  the  age  of  five  (20  to  90 
percent)  do  not  clear  the  virus.  If  this  occurs,  a 
canier  state  develops.  Presently  there  are  1 .5  mil- 


lion asymptomatic  carriers  in  the  United  States 
who  may  or  may  not  have  liver  damage.  About 
one  percent  go  on  to  develop  chronic  hepatitis 
with  varying  degrees  of  cirrhosis  which  may  lead 
to  liver  failure.  Less  than  one  percent  of  the 
chronic  carriers  develop  hepatocellular  carci- 
noma necessitating  extensive  care  and  follow- 
up. 

The  only  problem  I had  between  1984  and  late 
1989  was  the  development  of  chronic  progres- 
sive fatigue.  Liver  function  studies  remained  nor- 
mal and  we  did  not  make  the  connection  between 
chronic  Hepatitis  B and  the  fatigue.  We  attribut- 
ed it  to  working  long  hours  in  a solo  practice. 

In  1989,  the  fatigue  had  become  so  severe  that 
I had  to  sleep  during  lunch  breaks.  One  day  while 
finishing  a surgical  procedure  my  hands  began 
to  shake  uncontrollably.  I finished  suturing  the 
skin  but  knew  that  I had  to  find  out  what  was 
wrong  with  me  before  1 attempted  any  further 
surgery.  The  next  morning  I went  to  the  lab  and 
the  results  revealed  that  my  liver  enzymes  were 
30  times  normal  with  an  elevated  bilirubin.  I 
immediately  contacted  my  gastroenterologist  and 
after  evaluation  that  day,  he  said,  “The  fact  that 
you  are  not  dead  is  encouraging.”  He  restricted 
my  activities  and  my  practice  (no  surgery,  no  new 
patients,  just  completing  treatment  of  fractures). 
Shortly  thereafter  he  referred  me  to  the  NIH  and 
the  University  of  Pittsburgh  for  their  evaluations. 

The  news  was  not  good.  The  physicians  at  the 
NIH  advised  me  that  I had,  at  most,  five  years 
to  live  but  were  willing  to  try  me  on  a then  exper- 
imental drug.  Interferon  Alpha  2-B.  They  gave 
the  drug  only  a 20  percent  chance  of  having  any 
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effect.  At  the  University  of  Pittsburgh,  Dr. 
Thomas  Starzl  advised  1 undergo  a liver  trans- 
plant as  soon  as  they  could  find  a donor.  I was 
feiirful  of  a liver  transplant  and  refused  to  believe 
the  poor  prognosis. 

Reluctantly.  I consented  to  be  placed  on  the  sec- 
ondary transplant  waiting  list  for  a liver  trans- 
plant, but  returned  to  the  NIH  and  started  Inter- 
feron which  was  continued  for  1 1 months. 
During  this  period  my  physical  stamina  deteri- 
orated; my  jaundice  became  worse  (my  wife 
describes  me  as  taking  on  the  hue  of  an  aging 
piece  of  copper-bronze  and  light  green).  My 
enzymes  decreased  as  did  the  amount  of  viral 
reproduction.  After  1 1 months  the  Interferon  was 
discontinued  and  my  condition  gradually  wors- 
ened. I did  not  convert  to  the  carrier  state  while 
on  the  Interferon,  but  it  did  buy  me  a year.  I 
returned  to  the  University  of  Pittsburg  and  was 
told  that  my  only  chance  of  survival  beyond  six 
months  was  a liver  transplant.  I was  hesitant 
about  a transplant  because  of  the  poor  statistical 
results  with  Hepatitis  B transplant  recipients, 
about  45  percent  survival  the  first  year.  By  this 
time,  all  the  other  transplant  centers  had  refused 
to  consider  me. 

I was  placed  on  the  primary  national  waiting 
list  in  May  of  1991.  The  first  call  came  in  about 
a week,  but  the  liver  was  unacceptable  when  the 
surgeons  inspected  it.  Home  again  and  the  wait- 
ing started  again.  The  second  call  came  in 
November  of  1991,  six  months  after  the  first  call. 
By  this  time  I had  accepted  death,  feeling  a donor 
liver  would  not  be  obtained  and  that  I would  not 
survive  the  surgery.  After  the  emergency  flight 
to  Pittsburgh  I was  prepped  for  surgery  as  before, 
except  this  time  the  liver  arrived  from  Wash- 
ington, DC  and  was  acceptable.  The  surgery 
began  at  8:00  a.m.  and  lasted  16  hours.  I was 
transfused  with  40  units  of  blood  and  14  platelet 
packs.  My  postoperative  course  was  relatively 
uneventful  except  for  an  episode  of  acute  psy- 
chosis attributed  to  the  drug.  Acyclovir. 

I have  survived  three  and  a half  years  now  with 
periodic  bouts  of  Hepatitis  B which  is  present- 
ly being  treated  with  a new  experimental  antivi- 
ral drug  that  appears  to  be  effective.  There  have 
been  bouts  of  depression  during  this  time  with 


which  1 am  coping.  At  present  I am  off  all  my 
immunosuppressants  except  for  FK-506  (Pro- 
graf)  which  was  approved  last  year  for  liver 
transplants  by  the  Food  and  Drug  Administra- 
tion. Although  1 am  not  able  to  return  to  my  med- 
ical practice,  I enjoy  being  an  advocate  for 
organ/tissue  donation  and  spending  time  in  my 
workshop  making  furniture  for  my  childrens’ 
homes  and  toys  for  my  grandchildren. 

Why  have  I related  all  of  this  to  you?  To  encour- 
age you  to  learn  more  about  and  to  assist  in  the 
procurement  of  organ  and  tissue  donation  and 
transplantation.  Certainly  not  a new  field  of 
medicine  — the  first  skin  graft  was  performed 
in  300  B.  C.  Because  of  new  immunosuppres- 
sant drugs,  better  techniques  and  new  techno- 
logical advances  (all  leading  to  better  survival 
rates  at  one  and  five  years)  transplantation  has 
grown  rapidly  in  the  last  15  years. 

But  a fundamental  problem  exists:  there  is  a 
lack  of  donated  organs  and  tissues.  Presently  in 
the  United  States  there  are  more  than  37.000  peo- 
ple waiting  for  organ  transplants  (20  percent  of 
whom  are  under  age  1 8).  At  least  350  people  are 
waiting  for  organs  in  South  Carolina  (this  is  a low 
estimate  since  it  does  not  include  South  Car- 
olinians listed  at  out-of-state  transplant  centers). 
There  are  an  estimated  20,000  deaths  per  year  in 
the  United  States  that  could  provide  donated 
organs  and  tissues  to  save  lives  that  would  oth- 
erwise be  lost.  Last  year  there  were  approxi- 
mately 4,500  organ  donors  with  57  from  South 
Carolina.  These  numbers  have  not  changed  sig- 
nificantly over  the  last  five  years.  From  these 
donors,  approximately  1 8,500  organ  transplants 
were  performed.  It  is  estimated  that  if  one  per- 
son would  donate  all  of  his/her  organs  and  tis- 
sues. at  least  50  individuals  would  benefit. 
Because  of  a lack  of  organs,  seven  to  10  people 
die  each  day  (about  3,500)  per  year  in  the  Unit- 
ed States. 

It  is  estimated  that  by  the  year  2010,  five  per- 
cent of  the  United  States  population  will  be  an 
organ  or  tissue  recipient.  Every  physician,  from 
family  practitioner  to  pathologist,  is  going  to 
have  to  work  with  and  treat  transplant  recipients. 
We  are  not  oddities  anymore,  but  people  who 
have  been  given  a second  chance  at  life.  Learn 
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about  the  diagnosis  of  brain  death,  cardiac  death 
and  what  organs  and  tissues  can  be  obtained  from 
organ  transplantation.  Be  supportive  of  patients 
and  families  who  are  considering  organ  and  tis- 
sue donation.  If  you  think  you  have  identified  a 
potential  organ  donor,  call  the  South  Carolina 
Donor  Network  at  the  number  below.  Let  them 
decide  if  the  candidate  is  acceptable  and  aid  the 
family  in  their  decision.  A fully  trained  organ 
procurement  specialist  will  contact  you  and  will 
take  care  of  the  details. 

Six  years  ago  I knew  nothing  about  organ  dona- 
tion and  transplantation,  but  today  I am  a living 
transplant  recipient.  Some  day  possibly  you,  a 
loved  one,  your  child  or  grandchild  will  require 
an  organ  transplant.  Take  the  time  to  learn  about 


the  basics  eoneerning  organ  and  tissue  donation 
so  that  if  the  need  ever  ari.ses  for  you,  a loved  one 
or  a patient,  you  will  understand  the  process. 

You  can  make  a difference.  Every  physician's 
office  should  have  literature  and  donor  cards 
available  for  their  patients.  The  literature  is  free 
for  the  asking.  Call  a member  of  the  South  Car- 
olina Donor  Network:  ( I ) American  Red  Cross 
Southeastern  Tissue  Service  : 1 -800-922-59S6; 
(2)  SC  Lions  Eye  Bank:  1 -800-476- 1 304;  (3)  SC 
Organ  Procurement  Agency:  1-800-462-0755. 
The  life  you  save  may  be  your  own. 

Earry  McManus,  M.  D. 

1463  Circle  H Woods 
Prosperity,  South  Carolina  29127 
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Oh  we  Coi'er: 


ANNUAL  MEETING 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION,  1895 


The  45th  Annual  Session  of  the  SCMA  was 
convened  at  noon,  April  24,  1 895,  in  the  Senate 
Chamber  of  the  State  House  by  President  T.  J. 
McKie  of  Woodlawn.  After  the  usual  prelimi- 
naries, Dr.  L.  C.  Stephens  of  Barnwell  gave  an 
“able  and  exhaustive”  (and  exhausting?)  report 
on  “Epidemics,”  the  upshot  of  which  was  that 
“since  our  last  assembling,  we,  as  a State,  have 
had  almost  entire  immunity  from  visitations  of 
pestilential  plagues.” 

Dr.  McKie,  in  his  presidential  address,  spoke 
to  a variety  of  themes:  the  need  to  support  the 
SCMA;  the  necessity  of  active  interest  of  the 
medical  profession  as  “guardians  of  the  public 
health” — That  they  “stand  side  by  side  with  the 
legislator  to  warn  him  of  his  duty  and  of  danger 
when  pestilence  stalks  abroad  in  the  land”;  the 
sad  state  of  the  practice  of  midwifery  in  the  state 
and  the  need  for  training  and  licensing  of  the 
practitioners;  and  the  enlightened  idea  that  some 
“criminals”  may,  indeed,  be  psychologically  irre- 
sponsible and  not  deserving  of  “hanging,  elec- 


trocution, or  burning  at  the  stake.”  Dr.  McKie 
advocates  instead  “a.sexualization  which  changes 
the  character  without  injuring  the  physical  man.” 
Realizing  that  there  might  be  obstacles  inteiposed 
by  the  Legislature,  McKie  mused  that  “It  is  a 
somewhat  remarkable  civilization  that  will  break 
a criminal’s  neck,  but  will  respect  his  testicles.” 
Dr.  Simon  Baruch,  of  New  York,  formerly  of 
South  Carolina,  gave  a paper  on  “The  Clinical 
Aspect  of  Dyspepsia,'  illustrating  his  methods 
of  stomach  lavage,  etc.,  with  numerous  tubes, 
appliances,  etc.” 

Dr.  J.  L.  Napier,  having  been  duly  elected  pres- 
ident, was  escorted  to  the  chair.  After  hearing 
more  papers  and  correspondence,  the  meeting 
adjourned. 

The  group  was  entertained  on  Thursday 
evening  with  a reception  at  the  College  for 
Women. 

Betty  Newsom 

The  Waring  Historical  Library 
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l.OOK  BKYONI)  YOURSELF 


Nearly  a year  ago,  1 eliallenged  the  members  of  the  South  Carolina  Medical  Assoeiation  Allianee 
to  “look  beyond  themselves”  when  approaehing  the  1 994- 1 995  allianee  year.  This  ehallenge  was  met 
with  enthusiasm  and  eagerness  by  the  eounty  allianees  and  auxiliaries  aeross  the  state. 


The  fall  of  1994  began  with  Legislative  Workshop  in  Columbia.  S.  C.  State  leaders,  eounty  presi- 
dents and  legislative  ehairmen  from  the  allianee  were  addressed  by  members  of  the  South  Carolina 
legislature.  This  informative  day  inereased  the  desire  of  the  allianee  and  SCMA  to  form  a eoopera- 
tive  “grass  roots"  networking  aimed  at  utilizing  knowledgeable  members  to  assist  in  lobbying  efforts. 


Our  desire  to  inerease  funding  to  the  medieal  sehools  found  the  AMA-ERF  eommitlee  working  to 
bring  new  and  innovative  fundraising  ideas  to  everyone.  The  “Holiday  Sharing  Card.”  auctions,  fash- 
ion shows,  greenery  sales,  poinsettia  sales  and  numerous  activities  were  held  to  raise  funds  for  MUSC 
and  the  USC  School  of  Medicine.  We  look  forward  to  pre.senting  the  “fruits  of  our  labors”  to  the  deans 
of  these  two  schools  at  the  SCM  AA  House  of  Delegates  in  Charleston.  A drawing  for  a pair  of  Vic- 
torian stockings  and  the  sale  of  baskets  depictive  of  the  local  businesses  of  the  counties  will  also  add 
to  our  AMA-ERF  contributions. 


On  February  2,  1 995,  the  first  statewide  “Membership  Symposium”  was  conducted  for  our  Allianee. 
A member  of  the  AMA  Alliance  Membership  Committee,  along  with  several  of  our  eounty  presidents, 
presented  numerous  ways  to  inerease  membership,  retain  members,  and  to  plan  membership  drives  geared 
toward  the  needs  of  each  county.  This  meeting  was  said  by  one  county  president  to  have  been  “the  best 
I’ve  ever  attended.”  The  Membership  Committee  has  taken  their  challenge  “beyond  themselves.” 


To  bring  a closer  awareness  to  the  escalating  problem  of  Child  Abuse,  alliance  members,  their  fam- 
ilies and  friends  will  gather  in  their  towns  across  the  state  on  March  25.  1 995.  to  “WAFK  FOR  THE 
CHIFD.”  This  has  been  the  major  emphasis  for  the  Health  Promotions  Committee  this  year.  On  this 
date,  the  walks  will  be  held,  children's  health  fairs  conducted  and  children  who  were  abused  and  died 
will  be  remembered.  We  will  continue  to  be  supportive  of  the  efforts  to  make  the  quality  of  life  for 
all  of  South  Carolina’s  children  better.  We  will  “Fook  Beyond  Ourselves.” 


The  immunization  rate  for  children  within  our  state  has  increased  so  that  we  are  now  the  leader  in 
the  nation  for  childhood  immunizations.  The  alliance  was  honored  that  one  of  our  members  head- 
ed a Governor’s  Task  Force  for  immunization  increase. 


216 


The  Journal  of  the  South  Carolina  Medical  Association 


The  continued  work  of  South  Carolina's  Child  Protection  Advisory  Committee  was  honored  by  the 
Kellogg  Foundation  presenting  the  state  of  South  Carolina  with  a $3  million  grant  for  their  work  in 
welfare  reform.  The  Child  Protection  Committee  was  formed  by  the  SCMAA  in  1970s  and  is  still  a 
\ ital  part  of  our  organization.  When  making  the  presentation,  a representative  of  the  foundation  stat- 
ed that  this  award  was  due  to  the  work  of  the  SCMA  Alliance.  The  Art  Expression  Day.  under  the 
leadership  of  past-president  Betty  Hester,  brought  the  Alliance  to  the  forefront  of  the  nation  at  this 
time.  Our  members  still  “look  beyond  themselves." 


As  a new  year  for  the  Alliance  begins.  1 encourage  each  medical  society  to  support  the  alliance/aux- 
iliary within  your  county.  They  are  the  force  to  see  that  the  needs  of  our  counties  are  being  met. 


It  has  been  my  honor  to  have  serves  as  SCMAA  President  for  1 994- 1 995.  The  support  of  the  SCMA 
and  its  staff  had  been  invaluable.  I still  challenge  each  of  us  to  “Look  Beyond  Yourself." 


Mrs.  Stoney  A.  Ahercromhie  {Donna} 
SCMAA  President 


A lab  in  your  office  is  a proven  benefit  to  your 
patients,  your  practice,  and  your  independence. 
But  what  about  the  time-consuming  aggravations 
of  government  regulations,  supplier  relation- 
ships, personnel  training  and  management,  qual- 
ity control,  record  keeping,  and  thousands  of 
other  details?  Lab  Partners’  turnkey  solution  does 
it  all  for  you  at  a lower  cost  than  you  can  do  it 
for  yourself!  We  are  a new  kind  of  service  orga- 
nization that  works  for  the  physician  to  provide 
on-site  diagnostic  testing.  Call  Lab  Partners,  Inc. 
collect,  (704)  542-1488,  or  fax  (704)  542-2151, 
to  see  one  of  our  labs  in  action. 


ORANGEBURG  AND  CALHOUN  COUN- 
TIES have  practice  opportunities  for  graduating 
residents/fellows  and  experienced  practitioners 
in  the  following  specialties:  Emergency 

Medicine,  Family  Practice,  Orthopedic  Sports 
Medicine  and  Urology.  Practice  incentives  and 
relocation  assistance  are  available.  Contact  Dr. 
Chennol,  The  Regional  Medical  Center,  at  (800) 
866-6045. 
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NAVAL  RESERVE 


Fulfill  Your  Professional  Goals 


The  Naval  Reserve  is  seeking  qualified  physicians  and 
nurses.  Benefits  include  continued  education,  a retirement 
plan,  and  the  pride  that  comes  from  serving  your  country. 
Certain  critical  care  specialists  (including  residents)  may 
qualify  for  financial  bonuses  and  flexible  drilling  schedules. 
Call: 

1-800-443-6419 


You  and  the  Naval  Reserve.  Full  Speed  Ahead. 


No  Commissions. 
No  ConfRcts. 

Free  ;id\  iee.  It  seems  like  eserhods  is  it-  I l-i' e' 
ou  e\er  wondered  what  all  that  ''free"  tlnaneial 
ad\  lee  vou‘\  e been  Kettin,!’  is  really  eosting  yon? 

\|j\be  its  rime  to  eonsirler  the  alternatise.  A fee  only 
tlnaneial  planner  operates  ontsule  the  traditional  sales 
orienteii  approach  ro  finaneial  serv  ices  h\  providing 
adxiee  rhat  is  both  hijrhh  personali/ed  anil  unbiased. 

\o  eommissions.  No  eontliets. 

If  voii're  eontemiilatin,"  major 
finaneial  rieeisions,  or  simpK 
seeking  reassnranee  on  rhose 
sou  Ac  already  made,  a tee  onl\ 
planner  max  be  just  xxhar  the 
doctor  ordered.  ( kill  (.SO.’i) 

4‘KW  rodax  ro  find  our  more. 

AnniM  Bowen, OT 

I-  i:  i-  ()  \ I X 1 I N \ N C I \ I \ I)  \ I S I)  It 
CmriHH)  l i\  I xr  i \i  I’l. i wi  n • Hi  iiinii  ni  it  /x i / s/ u;  x / . 1/n isim 

Omce  Park  Drive  • WIton  Head  Island,  SC  29928  • (803)  686  4909 


Sometimes  it  seems  nobody  follows  doctor’s  orders. 
Patients  don’t  follow  their  regimens.  Appointments  last 
longer  than  expected.  Emergencies  arise  on  your  day  off 
We  believe  that  doctor’s  orders  should  be  followed. 
Professional  & Executive  Banking  at  NationsBank  is 
dedicated  to  meeting  your  banking  needs.  Tell  us  what 
you  want  to  achieve.  We’ll  do  everything  we  can  to  make 
it  happen. 

You’ll  work  with  one  of  our  experienced  bankers, 
who  will  meet  with  you  at  your  convenience  and 
personally  assist  you  with  your  finances.  This  banker 
will  help  you  select  the  loan  that’s  right  for  you  and 


aggressively  follow  it  through  to  completion. 

Wliether  your  banking  needs  concern  loans,  savings 
or  just  a checking  account,  your  banker  will  help  you 
decide  what's  right  for  you  and  put  your  plan  into  action. 

Let  us  introduce  you  to  the  ease  and  convenience  of 
Professional  & Executive  Banking.  Call  Jim  Smith  collect, 
at  (803)  343-7650.  We  think  you’ll  find  we’re  just  what 
the  doctor  ordered. 

NationsBank' 


NationsBartk  Corporation  subsidiary  banks  are  members  FDIC  til  Equal  Housing  Lenders.  ©1993  NationsBank  Corporation. 
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MUSC  LUNG  TRANSPLANTATION  PROGRAM 
HUMAN  EHRLICHIOSIS 
SELECTIVE  SPINAL  INJECTIONS 
SMALL  WIRE  EXTERNAL  FIXATION 
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You  are  invited  to  review  our  Medical 
Office  Manager  that  is  the  system  of  the 
21st  century. 


Fox  Meadows  Software,  Limited 
2 West  Wessex  Way 
Blythewood,  S.C. 

We  are  proud  to  bring  our  software  product  to  South  Carolina’s 
medical  community.  We  have  been  serving  medical  offices 
throughout  American  through  mail  order  sales  for  over  eight  years  and 
are  now  expanding  to  direct  sales  in  South  Carolina. 

--  Dare  to  compare  our  costs  and  support  fees  to  our  competition  -- 
Call  (803)  754-4290  or  (803)  781-3415  for  additional  information  or  an  initial  on- 
site review  of  your  needs. 
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Medical  Office  Software, 
that: 

Supports  personal  computers  that  run  DOS  or  Windows 

No  ‘End  of  Day’  or  ‘Monthly’  close-outs  required,  just  run  the  reports 

Multiple  user,  relational  database  and  real-time  updates 

Easy  to  use  screens  with  pop  up  help  windows 

The  most  civilized  and  cost  effective  software  available  today 

Electronic  claims,  scheduler,  imaging  and  over  65  reports 

No  corrupted  databases  because  of  power  failures 

Interfaces  with  other  popular  Microsoft  products 


Schedule  Examining 
Rooms  and  Equipment 

Produce  Multiple  Reports 

The  Bank  Deposit^ 


Specialis 
Record  PaBent 


She  wonders  if 
she’ll  get  it  all  done 


Send  Out  The  Bills 

File  The  Claims^| 

Approve  All  / / [ 
Patient  Checks 


Send  Patient  C 
Appointment  ^ 
Reminders 

I. 

Mail 

Insurance  Bills 

Post  Payments 

Track 
Utilization  Trends 


'0.. 
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Verify  Insurance 


PAID  IV  Plus,  Comj3aBloiTTtchflQlogigs’ 
version  of  The  Medical  Manager‘s,  is  the 
complete  practice  management  software 
system  that  can  help  you  peifomi  every 
office  task  there  is.  Except,  perhaps,  taking 
temperatures. 

Find  out  all  the  things  PAID  IV  Plus  can 
do  for  you.  Call  Companion  Technologies 
for  information  or  to  schedule  a system 
demonstration. 

1-800-382-PAID  (7243) 
or 

fax  (803)  699-2384 

PAIDIV 

Plus 


Companion  Technologies 


Modern  technology  for  practice  management 
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Medical  Protective  Policyowners 
NEVER  get  letters  like  this! 


Any  allegation  of  malpractice  against  a doctor  is  serious  business.  If  you  are  insured  by  The  Medical 
Protective  Company,  be  confident  that  in  any  malpractice  claim  you  are  an  active  partner  in 
analyzing  and  preparing  your  case.  We  seek  your  advice  and  counsel  in  the  beginning,  in  the 
middle,  and  at  the  end  of  your  case.  In  fact,  unless  restricted  by  state  law,  every  individual  Medical 
Protective  professional  liability  policy  guarantees  the  doctor's  right  to  consent  to  any  settlement- 
no  strings  attached!  In  an  era  of  frivolous  suits,  changing  government  attitudes  about  the 
confidentiality  of  the  National  Practitioner's  Data  Bank  and  increased  scrutiny  by  credentialing 
committees,  shouldn't  you  have  The  Medical  Protective  Company  as  your  professional  liability 
insurer?  Call  your  local  General  Agent  for  more  information  about  how  you  can  have  more  control 
in  defense  of  your  professional  reputation. 
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800/344-1899 


* 


A-t-  (Superior)  A.  M.  Best 
AA  (Excellent)  Standard  & Poor's 


Pnesiaent^s  ?a^ 

STOP  HURTING  — START  HP]ALIN(; 

of  you  to  learn  that  our  small  state  is  ranked  fifth  nationally  in  violent 
tates  ranked  above  us  all  eontain  very  large  eities.  We  are  ranked  seeond 
per  eapita  in  aggravated  assaults,  eighth  in  rapes,  and  12th  in  murders.  Approximately  three- 
fourths  of  these  rapes,  murders,  and  assaults  are  eommitted  by  family  memhers  and 
acquaintanees.  Over  22, ()()()  eases  of  eriminal  domestie  violenee  were  reported  to  South  Carolina 
law  enforcement  officers  in  1992.  Nationally,  every  10  years,  violence  takes  the  lives  of  as  many 
women  as  the  total  number  of  Americans  who  died  in  the  Vietnam  War.  Two  thousand  American 
children  are  beaten  and  starved  to  death  every  year  and  a million  more  suffer  some  type  of  abuse. 
Some  studies  estimate  that  physicians  fail  to  properly  identify  as  many  as  95  percent  of  victims  of 
domestic  violence.  I know  that  this  last  statistic  sounds  as  though  it  can't  be  true,  but  1 think  it 
may  be.  1 never  had  a lecture  on  family  violence  in  medical  school.  I did  not  know  what 
resources  were  available,  and  1 certainly  did  not  know  what  role  the  physician  should  play  in 
these  situations.  All  these  facts,  in  additions  to  numerous  episodes  of  abuse  that  I have 
encountered  in  my  years  of  practice,  have  convinced  me  that  something  needs  to  be  done. 

I am  adopting  violence-free  families  as  the  theme  of  my  presidency.  Family  violence  is  a 
terrible  and  troubling  part  of  our  modern  society  which  touches  all  age  groups  and  social  classes. 
It  can  include  physical,  sexual,  and  emotional  abuse  and  the  results  are  often  devastating.  The 
victims,  who  range  from  the  very  young  to  the  very  old,  can  become  isolated  from  the  outside 
world,  severely  restricting  their  personal  freedom  and  making  them  lose  their  belief  that  anyone 
can  help  them.  It  is  such  a disturbing  problem  that  we  all  have  been  very  reluctant  to  face  it.  But 
it  exists.  Until  now.  there  has  been  no  real  coordinated  effort  between  private  and  public  sectors 
in  South  Carolina  to  address  the  issue  of  family  violence.  The  South  Carolina  Medical 
Association  and  invited  agencies  hope  to  change  this.  We  intend  to: 

1.  Establish  the  South  Carolina  Coalition  For  Violence-Free  Families  charged  with 
developing  a reference  book  and  identifying  the  gaps  in  the  present  system  related  to 
family  violence; 

2.  Educate  physicians  to  recognize  the  signs  of  various  kinds  of  abuse  and  prov  ide  them 
with  the  management  objectives  for  dealing  with  it;  and 

3.  Encourage  victims  to  confide  in  their  physician. 

During  the  coming  year,  we  will  be  calling  on  you  to  help  us  with  this  ambitious  family 
violence  agenda.  The  patients  concerned,  some  of  whom  are  among  the  most  vulnerable  and 
helpless  of  those  we  see,  need  our  sympathy  and  professional  help.  And  isn't  that,  my  fellow 
physicians,  the  real  reason  why  we  went  to  medical  school? 

Benjamin  E.  Nicholson.  M.  D. 

Prcsiilent 


It  may  shock  some 
crime  and  that  the  four  s 
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Lung  transplantation  for  selected  patients  with 
end-stage  lung  disease  has  only  been  achievable 
since  1983.'  Clinical  experience  in  lung  trans- 
plantation has  accelerated  rapidly  since  the  end 
of  the  last  decade.  The  Medical  University  of 
South  Carolina  (MUSC)  has  developed  a lung 
transplantation  program  that  began  in  July. 
1993.  Since  that  time  we  have  performed  five 
lung  transplant  procedures.  In  this  article  we 
report  our  early  experience  of  lung  transplanta- 
tion at  MUSC. 

METHODS 
Patient  Selection 

Between  July  1,  1993  and  August  31.  1994. 
1 1 8 patients  were  refened  for  consideration  of 


*From  the  Departments  of  Medicine  (Drs.  .ludson  and 
Flume)  and  Surgery  (Ms.  W'est.  Ms.  McFadden.  Dr. 
Crumbley.  and  Dr.  Flandy),  Medical  University  of  South 
Carolina.  Charleston. 

** Address  correspondence  to  Dr.  Judson  at  the  Division 
of  Fhdmonary  and  Critical  Care  Medicine.  Medical  Uni- 
versity of  South  Carolina.  171  Ashley  Avenue. 
Charleston.  SC  29425. 


lung  transplantation.  Thirty-seven  of  these 
patients  were  evaluated  in  our  transplant  clinic. 
Our  criteria  for  lung  transplantation  are  similar 
to  those  of  other  centers  and  are  listed  in  Table 
1.  Generally,  these  criteria  are  used  to  deter- 
mine which  patients  are  ill  enough  to  warrant 
lung  transplantation  yet  are  well  enough  to  tol- 
erate the  procedure.  They  also  should  be  free  of 
significant  extra-pulmonary  organ  dysfuncion. 

Seven  patients  ultimately  were  listed  for  lung 
transplantation.  Five  patients  have  received 
lung  transplants,  one  remains  on  the  waiting 
list,  and  one  patient  died  awaiting  transplanta- 
tion. Two  additional  patients  were  eventually 
listed  for  heart-lung  transplantation:  one  of 
these  remains  on  the  waiting  list  and  the  other 
has  died. 

Over  three-fourths  of  the  1 18  referrals  were 
excluded  from  transplantation  for  one  of  four 
reasons:  inadequate  funding  (24%),  a medical 
contraindication  (20%).  the  patient  decided  to 
forego  transplantation  (16%).  and  age  greater 
than  60  ( 16%). 
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iahm;  1 

C KUKRI  A FOR  TRANSIM  AM  A HON 
Medical  Criteria 

l .il'c  ox|icctancy  I'rom  progressive  pulmonary  rlisease  < IX  months 
Age  < 60  yetirs 

Absenee  of  systemie  disetise  with  signilieanl  entl-organ  ilamage,  espeeially  liver  ;md  kidney  damage 
Ahsenee  of  signilleiint  eoronary  artery  disease 
Not  on  high-dose  eortieosteroitls  (>  20  mg/tlay) 

Adequtite  nutrition 
Ambulatory 

Abstinenee  from  smoking  lortit  letist  three  months 

I'syciwsocial  C riteria 

Demonstrates  eomplianee  with  medieal  regimens 

Psyehologieally  stable;  ncr  history  of  aleohol  or  drug  abuse  or  psyehosis 

Able  to  UK)ve  to  transplant  eenter  and  maintain  self  plus  support  person  for  three  months  after  transplant. 


Preoperative  Care 

All  patients  listed  for  lung  transplantation  at 
MUSC  are  enrolled  in  a pulmonary  rehabilita- 
tion program  consisting  of  graded  and  moni- 
tored exercise  using  a bicycle  ergometer  and  a 
treadmill.  The  purpose  of  this  exercise  program 
is  to  maximize  the  patient's  fitness  both  physi- 
cally and  psychologically  prior  to  transplanta- 
tion. If  arrangements  for  pulmonary  rehabilita- 
tion cannot  be  made  in  the  patient's  local  area, 
the  patient  is  strongly  encouraged  to  move  to 
the  Charleston  area  and  enter  our  pulmonary 
rehabilitation  program.  Medical  care  is  provid- 
ed by  physicians  in  the  Pulmonary  Division 
and  the  MUSC  Lung  Transplant  Team. 

Donor  Selection 

Criteria  for  donor  suitability  have  been  pub- 
lished.' In  brief,  there  should  be  no  history  of 
pulmonary  disease,  no  major  thoracic  trauma, 
age  less  than  55  years,  normal  chest  radiograph 
and  adequate  oxygenation  (Pa02/F|()2  ratio 
greater  than  350).  We  routinely  examine  the 
donor  airways  by  bronchoscopy  to  assure  the 
absence  of  purulent  secretions. 

Operation 

Recipients  are  matched  by  size  and  blood  type 
(ABO  compatibility).  Serologic  reactivity  to 
cytomegalovirus  (CMV)  is  matched  whenever 
possible,  but  CMV  mismatching  is  not  consid- 


ered a contraindication  to  transplantation. 

Our  first  live  patients  underwent  single  lung 
transplant  described  by  Calhoon  and  coworkers.^ 
Perfusion  and  ventilation  scans  peiformed  dur- 
ing the  initial  evaluation  revealed  the  more 
severely  affected  lung;  this  was  used  to  deter- 
mine which  lung  would  be  transplanted.  The  air- 
way anastomosis  was  performed  using  a tele- 
scoping technique  whereby  the  smaller  of  the 
donor  and  recipient  bronchus  is  placed  one  auli- 
laginoLis  ring  inside  the  other.  Bronchoscopy 
was  peiformed  at  the  completion  of  the  proce- 
dure to  evaluate  the  aiixvay  anastomosis. 

Immunosuppression 

Our  immunosuppressive  regimen  consists  of 
corticosteroids,  azathioprine,  and  cyclosporin. 
Methylprednisolone  is  given  intravenously  at  a 
dose  of  lOOO  mg  intraoperatively  and  then  1 25 
mg  every  eight  hours  for  the  next  two  days. 
The  patient  is  then  placed  on  prednisone  at  a 
dose  of  0.5  mg/kg  which  is  tapered  to  a daily 
dose  of  5 to  1 5 mg  over  the  subsequent  two 
months.  Azathioprine  is  started  at  a dose  of  2 
mg/kg/day  and  is  adjusted  to  maintain  a white 
blood  cell  count  greater  than  4 x lO^/L. 
Cyclosporin  is  initiated  intravenously  during 
the  transplant  procedure  and  converted  to  oral 
dosing  when  tolerated.  The  dose  is  titrated  to 
maintain  serum  trough  levels  (TDX  monoclon- 
al RIA  assay)  between  35()-4()0  ng/ml  for  the 
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first  six  to  12  months  after  transplant  and  then 
150-250  ng/ml  thereafter. 

Infection  Prophylaxis 

Intravenous  eiproHoxaein  and  elindamyein  is 
given  preoperatively.  These  antibiotics  are 
adjusted  depending  upon  results  from  eulture 
of  the  donor  airway  at  the  time  of  harvest.  Gan- 
eielovir  is  given  as  prophylaxis  versus 
cytomegalovirus  (CMV)  for  at  least  three 
weeks  if  either  the  donor  or  recipient  is 
seropositive  for  CMV.  Recipients  receive  life- 
long acyclovir,  trimethoprim-sulfamethoxazole, 
and  mycostatin  as  prophylaxis  against  Herpes 
Simplex  Virus,  Pneumocystis  Carinii,  caul  Can- 
dida species  respectively. 

Surveillance 

Recipients  begin  to  ambulate  as  soon  as  possi- 
ble. usually  by  the  third  postoperative  day. 
After  the  patients  leave  the  hospital  they 
remain  in  the  Charleston  area  for  three  months 
for  further  convalescence.  They  are  enrolled  in 
the  MUSC  Pulmonary  Rehabilitation  program 
and  exercise  five  days  per  week.  Lung  function 
is  monitored  daily  with  a home  spirometer  with 
instructions  to  contact  the  Lung  Transplant 
Team  if  there  is  a 10  percent  or  greater  decrease 
in  FVC  or  FEVj  from  baseline. 

Surveillance  bronchoscopy  with  trans- 
bronchial  biopsy  is  performed  at  postoperative 
weeks  2 and  4.  then  every  three  months  for  the 


first  year.  Bronchoscopy  is  also  performed  for 
signs  and  symptoms  suggestive  of  complica- 
tions related  to  the  transplanted  lung;  these 
include  fever,  shortness  of  breath,  an  infiltrate 
on  chest  radiograph,  or  a decline  in  spirometry. 

RKSLJLTS 

Five  lung  transplant  procedures  were  per- 
formed over  the  last  year,  all  for  obstructive 
lung  disease  (Table  2).  One  recipient  (patient 
#ll  developed  acute  lung  injury  in  the  immedi- 
ate postoperative  periotl  and  died  of  respiratory 
failue  and  disseminated  intravascular  coagu- 
lopathy nine  hours  after  the  transplant  proce- 
dure. The  subsequent  four  recipients  (patients 
#2  through  #5)  had  successful  operations  and 
were  ambulatory  without  oxygen  at  the  time  of 
hospital  discharge.  These  four  recipients  were 
all  extubated  within  24  hours,  although  one 
(patient  #5)  required  reintubation  on  the  third 
postoperative  day  because  of  a reimplantation 
response,  a form  of  noncardiogenic  pulmcMiary 
edema  that  occurs  within  the  first  four  days 
after  lung  transplant.’  He  was  successfully 
extubated  on  the  sixth  postoperative  day.  The 
four  successful  recipients  were  hospitalized  an 
average  of  15  days  (range  14  to  18  days). 

These  four  patients  are  presently  alive  and 
well  between  two  and  five  months  after  their 
lung  transplants  (Table  2).  Spirometry  per- 
formed three  months  after  transplant  has 
demonstrated  a substantial  improvement  in  pul- 


T.4BLE  2 

LUNG  TRANSPLANT  RECIPIT:NTS  CHARACTERISTICS* 


Patient  # Postoperative 
Days 

Age 

Sex 

Diagnosis 

Days  on  Waiting 
List  Pri(»r  to 
Transplant 

Outcome 

1 1 

51 

F 

Eniphysenia 

34 

Perioperative  Death 

2 166 

48 

F 

Alpha  1- 
antitrypsin 

55 

Alive  and  well 

3 142 

28 

F 

Bronchiolitis 

Obliterans 

65 

Alive  and  w'ell 

4 1 16 

53 

F 

Emphysema 

24 

Alive  and  well 

5 57 

*Data  as  of  October  4,  1 994 

50 

M 

Alpha  1- 
antitrypsin 

2 

Alive  and  well 
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Iroalcd  with  intravenous  corticosteroicls  lor 
three  days  aiul  an  inerease  in  lier  daily  pred- 

FEV1  , 

nisonc  dose. 

Pre  vs  3 Months  Post  Transplant 


Fij>urt“  I.  riic  forced  ex|)iratoi\  voliinie  in  1 second 
(Ff]\  |)  is  plotted  for  each  <d  the  four  successful 
recipients  pre-  and  three  months  post-transplant. 

nionary  funetion  (Figure  I).  Similarly,  the 
patients  have  realized  signifieant  improvements 
in  their  exercise  tolerance  as  assessed  by  six- 
minute  walk  distance  (Table  3).  It  is  empha- 
sized that  prior  to  transplantation  these  patients 
required  supplemental  oxygen  at  high  flow 
rates  (two  patients  required  100  percent  oxy- 
gen) during  exercise.  At  this  time  all  are  fully 
ambulatory  without  requiring  supplemental 
oxygen  and  have  no  limitations  in  peiTorming 
the  activities  of  daily  living. 

One  patient  (patient  #4)  developed  mild  acute 
rejection  confirmed  by  bronchoscopie  biopsy. 
This  was  associated  with  a 200  ce  decline  in 
FEV|  and  the  development  of  oxygen  desatura- 
tion with  exercise.  The  patient  was  successfully 


DISCISSION 

We  report  the  first  year’s  experience  of  the 
MFISC  lung  transplant  program  which  has 
includerl  the  performance  of  the  first  four  suc- 
eessfid  lung  transplants  in  South  Carolina. 
Presently  these  four  recipients  are  in  good 
health,  fully  ambulatory,  and  without  com- 
plaints of  dyspnea.  Although  these  are  early 
results,  they  are  comparable  to  those  of  large 
international  lung  transplant  registries.'''' 

One  notable  aspect  of  our  lung  transplant  pro- 
gram is  the  relatively  short  waiting  lime.  Our 
first  five  recipients  were  transplanted  prior  to 
accruing  three  month’s  time  on  the  waiting  list. 
Our  wailing  time  is  dramatically  less  than  the 
median  lung  transplant  waiting  time  in  the 
United  Slates  of  over  400  days  (personal  com- 
munication. United  Network  for  Organ  Shar- 
ing). The  long  waiting  period  is  the  result  of 
limited  donor  availability  and  has  resulted  in 
the  death  of  over  30  percent  of  lung  transplant 
candidates  on  waiting  lists.'’  The  short  waiting 
time  of  our  recipients  is  related  to  the  small  size 
of  our  waiting  list.  We  suspect  our  waiting  time 
will  increase  as  more  lung  transplant  candidates 
are  enrolled  by  our  program. 

In  conclusion,  lung  transplantation  is  a viable 
option  for  patients  with  end-stage  lung  disease. 
Ideal  candidates  are  those  under  60  years  of  age 
who  arc  without  evidence  of  extra-pulmonary 


TABLE  3 

SIX  .MINUTE  WALK:  PRE  VS.  3 MONTHS  POST- TRANSPLANT 


PRE-TRANSPLANT 

POST-TRANSPLANT 

Pcilienl 

Distumc 

F1O2 

Distance 

FjOs 

(feet) 

(feet) 

-> 

I.OOO 

100%  NRB* 

1 .593 

.21 

3 

1 .555 

100%  NRB* 

1,901 

.21 

4 

1.610 

NC-7’^ 

1.800 

.21 

5 

l.,M() 

NC-4+ 

1.740 

.21 

NSB:  Non-rebreatliing  mask 
•’^NC-7:  Nasal  cannula.  7 liters/min  of  0-> 
■’'NC-4:  Nasal  cannula,  4 liters/min  of  0-> 
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organ  dysfunction.  Our  early  results  with  single 
lung  transplantation  have  been  highly  success- 
ful and  comparable  to  long-established  centers. 
Although  all  our  recipients  have  received  single 
lung  transplants,  we  are  not  exclusively  limit- 
ing our  program  to  this  procedure;  we  will  con- 
sider double  lung  transplants  and  heart-lung 
transplants  in  appropriate  candidates.  “I 

ADDKNDIM 

The  four  successful  lung  transplant  recipients 
described  in  this  report  remain  alive  and  well  as 
of  April  9,  1995.  Since  submission  of  this 
report  we  have  performed  three  additional  lung 
transplants  and  one  heart-lung  transplant. 
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HUMAN  EHRLICHIOSIS:  A CASE  REPORT 
EROM  THE  SOUTH  CAROLINA  LOWCOUNTRY 

MICHAEL  M.  HAWKINS.  M.  D.* 


I Inman  Hliiiidiiosis  is  a lick-hornc  illness  repoil- 
edly  roniul  most  etimmonly  in  ihe  south  cenlral 
and  sonthcasteni  United  Slates.  It  was  classified 
as  a "new  disease"  in  1986.'  Some  reter  to  the 
di.sease  as  "Spotless  Rocky  Mountain  Spotted 
F^ever."  However,  some  patients  may  exhibit  a 
rash  involving  the  irnnk  and  extremities.-  Clini- 
cally. Fihrliehiosis  is  eharaeleri/,ed  by  a histoiy  of 
tick  bite  or  history  of  exposure  to  tick  infested 
areas  (without  necessarily  known  history  of  tick 
bite),  acute  febrile  illness,  malaise,  headache, 
myalgia,  arthralgia,  rigr)r.  nausea,  diairhea,  lym- 
phadenopathy.  confusion,  and  possibly  pnl- 
monary  infiltrates.  Lab  abnormalities  may 
inelntle  elevated  transaminase  and  alkaline  phos- 
phatase. leukopenia,  and  thrombocytopenia.- 
IgM  and  IgG  liters  can  be  obtained  to  help  con- 
firm the  diagnosis  if  the  disease  is  suspected  from 
the  history,  clinical  picture  and  laboratoiy  data. 
Treatment  is  with  Tetracycline,  Doxyeyeline  or 
Chloramphenieol.  which  should  be  started  empir- 
ically if  the  diagnosis  is  suspected. 

The  puipose  of  this  article  is  to  report  a case 
of  human  Ehrlichiosis  diagnosed  and  treated  at 
Colleton  Regional  Hospital  in  Walterboro, 
South  Carolina,  to  increase  physician  aware- 
ness of  this  relatively  "new  disease"  which  I 
believe  is  likely  more  prevalent  than  currently 
reported.  When  a patient  with  a febrile  illness 
gives  a history  of  exposure  to  wooded  areas  or 
lick  bile,  it  has  become  commonplace  to  test 
for  Rocky  Mountain  Spotted  Fever  and  Lyme 
Di.sease.  However,  the  diagnosis  of  Ehrlichiosis 
should  also  be  entertained  since  we  are  in  an 
area  where  the  disease  is  said  to  be  prevalent.’ 

CASE  REPORT 

The  patient  is  a 78-year-old  white  female  with 
multiple  medical  problems  including  atrial  fib- 


*4I5-C  Robertson  Boulevard.  Walterboro.  SC  29488. 


rillalion,  advanced  CORD,  coronary  artery  dis- 
ease, and  hypertension  (a  true  internal  medicine 
patient),  who  presented  to  the  office  with  an 
acute  exacerbation  of  COPI).  She  was  offered 
admission  and  refused,  so  was  treated  as  an 
outpatient  with  close  I'ollow-up  scheduled.  Two 
days  later,  she  was  not  any  better  and  actually 
felt  worse  and  agreed  to  admission  to  the  hos- 
pital. Chest  x-ray  confirmed  a pneumonia,  and 
sputum  gram  stain  showed  moderate  gram  pos- 
itive cocci  and  moderate  gram  negative  bacilli 
along  with  abundant  white  cells. 

She  was  started  on  IV  antibiotics  to  cover 
gram  positive  and  gram  negatives,  bronchodila- 
tors  and  Solu  Medrol.  Sputum  cultures,  sputum 
for  AFB,  blood  cultures  and  urine  cultures 
were  all  negative.  The  patient  failed  to  show 
improvement  after  a couple  of  days,  and  her 
condition  began  deteriorating  fairly  rapidly.  In 
an  effort  to  identify  an  organism,  bronchoscopy 
was  performed  and  BAL  was  positive  for  Pseu- 
domonas. Appropriate  antibiotics  were  ordered 
and  sensitivity  studies  were  used  to  guide  the 
choice  of  antibiotics. 

Despite  appropriate  antibiotics  according  to 
C&S  reports,  the  patient’s  condition  did  not 
improve  much,  and  laboratory  data  revealed  a 
progressing  leukopenia  and  a thrombocytope- 
nia. A bone  maiTow  biopsy  was  unremarkable 
for  any  infection  or  neoplastic  process.  HIV 
screen  was  negative.  The  patient  never  had  a 
rash,  but  constantly  complained  of  aching  all 
over.  She  was  repeatedly  questioned  with 
regards  to  prior  exposure,  travel  history,  etc. 
When  specifically  asked  about  animals  in  the 
house,  she  indicated  that  she  keeps  dogs  in  the 
house  and  always  sleeps  with  a dog  in  the  bed 
with  her.  She  admitted  to  finding  a tick  recently 
on  her  ami  in  the  right  axillary  region.  She  was 
started  empirically  on  IV  Doxyeyeline  and 
studies  ordered  for  Rocky  Mountain  Spotted 
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Fever,  Lyme  disease,  and  Ehrliehiosis.  The 
Ehrlieliiosis  liters  revealed  a elevated  IgM  with 
a low  liter  IgG  suggesting  the  presenee  of 
reeent  or  eurrent  infection.  The  patient  made  a 
dramatic  improvement  within  days.  Her  WBC 
and  platelet  count  returned  to  normal.  Her  pul- 
monary intlltrate  resolved.  At  the  time  of  dis- 
charge, she  was  back  to  normal  and  continues 
to  do  well  in  follow-up. 

DISCUSSION 

One  of  the  paramount  lessons  to  me,  in  this 
ca.se,  is  to  keep  pressing  the  history  for  clues 
when  the  clinical  course  is  not  unfolding  as 
expected;  ie  this  patient  had  pulmonary  infil- 
trates and  although  an  organism  was  identified 
and  appropriate  antibiotics  started,  she  was  not 
improving  as  expected.  The  patient  was  very  ill 
and  1 suspected  would  probably  have  never  left 
the  hospital  had  she  not  been  treated  with 
Doxycyeline  for  a presumed  tick-borne  illness. 
Secondly,  here  in  the  southeast,  especially  the 
coastal  regions,  the  diagnosis  of  Ehrliehiosis 
should  be  entertained  when  a patient  presents 
with  leukopenia  and/or  thrombocytopenia.  The 


pertinent  history  should  include  questions 
regarding  exposure  to  wooded  areas,  animals, 
as  well  as  history  of  tick  exposure.  Remember, 
too,  that  patients  with  lick  borne  illnesses  do 
not  always  give  a positive  history  of  tick  bite.  (I 
have  had  one  patient  this  year  with  Rocky 
Mountain  Spotted  Fever  with  positive  serology 
who  visited  wooded  areas  often,  but  never 
remembered  finding  a tick).  Finally.  ilThere  is  a 
clinical  suspicion,  start  the  Doxycyeline  or 
Tetracycline  and  wait  for  the  tests  to  come 
back.  If  you  wait  for  the  lab  results,  you  may 
end  up  with  an  undesirable  outcome.  “I 

RKFERKNCKS 

1.  Macda  K.  Markowitz  N.  Hawley  RC,  Ristic  M.  Cox 
D.  McDade  .IE.  Human  Infection  with  Ehrlichiosis 
Canis.  a leukocyte  rickettsian.  New  England  .lournal 
of  Medicine;  .M6:85.VC.  in«7. 

2.  Theodore  E.  Woodward.  Rickettsial  Diseases.  Issel- 
baeher,  Braunwald.  Wilson,  Martin.  Fauci.  Harper. 
Harrison's  Principles  of  Internal  Medicine,  736.  1994. 

3.  Eng  Tr.  Harkess.  Jr.  Fishbein  DB.  Dawson,  JE, 
Greene  CN.  Redu.  MA,  et  al.  Epidermiologic.  clinical, 
and  laboratory  findings  of  Ehrlichiosis  in  the  United 
.States.  1988.  JAMA;  264:  2231-8.  1990. 

4.  Fishbein  DB,  Dawson  JE,  Robinson  LE,  Human 
Ehrlichiosis  in  the  United  States.  1983  to  1990.  Ann 
Int  Med;  120:  736-743.  1994. 


May  1993 


229 


SELPXTIVE  SPINAL  INJECTIONS 


DONALD  R.  JOHNSON  II,  M.  D.* 
STEVEN  C.  POEETTI,  M.  D. 


I lislorically.  epidural  steroid  iiijeelioiis  have 
provided  aiiesllielie  relief  lor  siirgieal  proee- 
diires  and  ehildbirlh.  More  than  60  years  ago. 
it  was  reeogiii/ed  that  the  iherapeulie  benefits 
of  sLieh  injeetions  eould  be  extended  to  the 
treatment  of  patients  with  low  haek  pain. 
However,  there  is  growing  evidence  that 
these  anesthetic  tcehniques  are  not  directly 
applicable  to  the  patient  with  low  back  pain. 
In  this  paper,  we  will  discuss  the  indications, 
techniques  of  administration,  and  diagnostic 
and  therapeutic  benefits  of  spinal  injeetions 
for  low  back  pain. 

INDICATIONS  FOR  SELECTIVE 
SPINAL  INJECTION 

The  typical  epidural  steroid  injection  can 
bathe  several  intervertebral  levels,  thereby 
resulting  in  a comprehensive  anesthetizing 
effect  on  the  spine.  However,  for  patients 
with  low  back  pain,  a more  localized  injec- 
tion is  often  helpful  in  determining  the  etiolo- 
gy of  the  patient's  pain,  and  thus  clarifying 
the  diagnosis.  Just  as  internal  derangement  of 
the  knee  is  no  longer  considered  an  accept- 
able diagnosis  for  patients  with  knee  pain, 
lumbago  should  no  longer  be  acceptable  as  a 
diagnosis  for  low  back  pain.  Back  pain  may 
emanate  from  many  anatomic  structures,  such 
as  facet  joints,  sacroiliac  joints,  hip  joints, 
discs,  or  the  nerve  roots. 

To  address  the  problem  of  pain  localization, 
as  well  as  to  insure  that  injeetions  are  in  the 
desired  location,  spinal  injeetions  should  be 
done  under  nuoroseopy.  Fluoroscopy  allows 
accurate  placement  of  the  injection  into  any 
anatomic  structure  suspected  to  be  the  source 


^Address  correspondence  to  Dr.  .lohnson  at  tlie  Carolina 
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of  the  patient's  pain.  White  et  al.  have 
demonstrated  that  experienced  anesthesiolo- 
gists missed  the  epidural  space  2.^^  percent  of 
the  time  when  they  performed  epidural  injec- 
tions without  the  benefit  of  nuoroseopy.  The 
reasons  for  this  may  include  decreased  inter- 
laminar space,  as  commonly  seen  with  spinal 
stenosis,  postoperative  scarring,  obesity,  and 
previous  spinal  fusions. 

TECHNIQUES  OE  ADMINISTRATION 

AND  dia(;nostic  benefits 

Since  January  of  1991,  the  Carolina  Spine 
Institute  has  performed  over  4,000  selective 
fluoroseopically-guided  spinal  injections.’ 
All  injections  are  done  in  a spinal  injection 
suite  specifically  designed  for  the  use  of  lluo- 
roseopy  and  equipped  with  a digital  C-arm 
fluoroscope  which  provides  high  image  mag- 
nification in  detail.  Prior  to  patient  injection, 
an  examination  by  a physician,  and  often  a 
spinal  physical  therapist,  is  made  to  assess  the 
most  likely  sources  of  pain.  The  clinical 
assessment  is  correlated  with  a review  of 
electrodiagnostic  information  and  any  perti- 
nent imaging  studies,  particularly  CAT  scans 
and  MRI  scans,  to  make  a presumptive  diag- 
nosis of  the  patient's  pain  generator.  The 
patient  is  then  taken  under  fluoroscopy.  The 
skin  is  anesthetized  with  \%  Xylocaine  and 
injections  are  made  into  the  presumed  pain 
generators.  Needle  placement  is  usually  veri- 
fied by  the  injection  of  omnipaque  240  con- 
trast dye.  followed  by  an  injection  of  1% 
Xylocaine  in  a steroid  solution,  usually  Depo 
Medrol.  The  patient  is  then  taken  from  the 
fluoroscopic  table  to  an  adjoining  waiting 
room,  where  a post-block  examination  is 
done  to  assess  the  immediate  effect  of  the 
injection.  The  patient  is  asked  to  reproduce 
his  typical  discomfort,  usually  through  a 
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Figure  1.  Cervical  Selective  Nerve  Root  Injection. 
(A)  Needle:  (B)  Cervical  Nerve  Root  with  contrast 
(radicnlogram). 

series  of  movements  such  as  bending,  twist- 
ing, walking,  or  sitting.  Changes  in  the 
patient's  discomfort  provide  immediate  feed- 
back to  both  the  patient  and  therapist  and 
helps  to  identify  the  etiology  of  the  patient's 
low  back  pain.  After  being  monitored  for  15- 
30  minutes,  the  patient  is  discharged  home. 

Selective  spinal  injections  can  be  placed 
into  the  sacroiliac  joints,  facet  joints,  epidural 
space,  nerve  roots,  discs,  or  congenital  bony 
anomalies.  One  of  the  more  common  selec- 
tive spinal  injections  is  the  selective  nerve 
root  injection.  To  perform  this  injection,  the 
patient  is  placed  in  a prone  position  under 
fluoroscopy.  The  nerve  root  exits  the  spine 
below  its  adjacent  transverse  process  and  lat- 
eral to  its  adjacent  pedicle.  After  the  skin  is 
anesthetized,  an  18-gauge  needle  is  placed 
Just  inferior  to  the  base  of  the  transverse  pro- 
cess, slightly  lateral  to  the  pedicle  and  Just 
deep  in  the  coronal  plane  to  the  intertrans- 
verse  membrane.  A 22-gauge  spinal  needle  is 
then  threaded  through  the  18-gauge  needle 
into  the  exit  zone  of  the  neural  foramen. 
Contrast  dye  is  injected  and  a radiculogram  is 
reproduced  under  lluoroscopy.  For  example, 
a patient  with  a right  L5  radiculopathy  sec- 
ondary to  a disc  herniation  would  undergo  a 
right  L5  selective  nerve  root  injection.  When 
contrast  is  injected  over  this  nerve  root,  the 
patient's  typical  pain  is  immediately  repro- 
duced. Then  one  to  three  cc's  of  1%  Xylo- 
caine,  as  well  as  60-80  mgs  of  Depo  Medrol 


Fijjure  2.  Lumbar  (L5)  Selective  Nerve  Root 
Injection.  (A)  Needle;  (B)  Lumbar  Nerve  Root  with 
contrast  (radiculogram). 

are  injected.  Within  seconds,  the  patient's 
discomfort  is  diminished  as  the  anesthetic 
solution  is  absorbed.  An  assessment  of  the 
injection's  efficacy  is  made  within  5 to  15 
minutes,  as  described  above.  If  the  patient's 
pain  is  largely  resolved,  then  we  can  be  rea- 
sonably certain  that  irritation  of  the  L5  nerve 
root  is  the  source  of  the  pain. 

Derby  has  shown  that  patients  who  receive 
immediate  pain  relief  with  selective  nerve 
root  injections,  often  benefit  from  surgical 
decompression  of  the  root.  Conversely, 
patients  for  whom  there  is  no  relief  of  pain 
after  selective  nerve  root  injections  have  poor 
surgical  outcome.  Selective  nerve  root  injec- 
tions can  also  be  given  to  patients  with  a his- 
tory of  previous  spinal  surgery.  For  this 
group  of  patients,  epidural  injections  are 
often  impossible  because  of  the  large  amount 
of  epidural  fibrosis  and  bony  mass  from 
fusions.  However,  selective  nerve  rcxit  injec- 
tions may  be  very  helpful.  We  have  found 
this  technique  to  be  extremely  useful  in  post- 
operative patients  and  often  is  the  only  tech- 
nique available  to  deliver  medication  to 
painful  nerve  roots. 

therapf:lhtc  benefits 

In  addition  to  the  diagnostic  benefits  of  these 
selective  spinal  injections,  we  believe  these 
injections  often  have  a substantial  therapeutic 
benefit.  We  are  currently  reviewing  a large 
group  of  patients  with  herniated  discs  and 
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IVcc  t'ragmenls  in  the  epidural  spaee  wlio  have 
been  treated  eonservatively  witli  sneh  injee- 
tions  and  physieal  therapy  rehabilitation  exer- 
eises,  and  have  made  eoniplete  recoveries 
witlioiit  surgery.  However  the  utili/atie)n  of 
these  selective  spinal  injections  should  be 
placed  in  the  continuuni  of  care  which 
ineludes  thoix)ugh  examinations,  appropriate 
imaging,  eleetrodiagnosties.  and  active  thera- 
peutic rehabilitation,  as  well  as  education. 
While  these  injections  in  and  of  themselves 
are  not  a total  medical  treatment  or  cure  for 
any  hack  problem,  they  can  be  a very  effec- 
tive form  of  treatment. 

It  has  been  proposed  by  others  that  maximal 
therapeutic  benefits  are  obtained  through  a 
series  of  blocks,  consisting  of  three  to  seven 
injections  performed  one  week  apart.  Howev- 
er. there  is  no  current  medical  literature  to 
support  such  a proposal.  In  our  experience, 
selective  injections  can  dramatically  reduce 
the  number  of  injections  required:  only  50 
percent  of  our  patients  require  a second  injec- 
tion. and  only  five  percent  require  a third 
injection. 


In  conclusion,  we  feel  that  selective  fluoro- 
scopically-guided  spinal  injections  are  the 
current  state  of  the  art  for  epidural  anesthetics 
and  steroids  delivery.  When  combined  with 
other  treatment  modalities,  they  may  be  ther- 
apeutic, as  well  as  diagnostic.  By  using  these 
injection  techniques,  the  need  for  many  types 
of  spinal  surgeries  can  be  avoided.  1 
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HIGHLIGHTS  OF  APRIL  BOARD  OF  TRUSTEES  MEETINGS 


At  the  April  20,  1995  meeting  of  the  SCMA  Board  of 
Trustees  held  during  the  1995  Annual  Meeting,  the 
I SCMA  board  voted  to  contribute  $5 ,000  to  AMA's  efforts 
to  pass  federal  legislation  to  cap  non-economic  damages 
in  medical  malpractice  cases  at  $250,000.  The  SC  JUA 
I will  underwrite  one-half  of  this  contribution. 

i The  board  also  voted  to  assist  AMA  in  establishing  a nation- 
j al  litigation  center.  The  purpose  of  the  center  is  to  provide 
a national  shared  effort  by  all  state  medical  societies  in 
preparing  for  future  legal  issues  affecting  physicians. 


Reorganization  Meeting:  At  its  reorganization  meeting 
immediately  following  the  sine  die  adjournment  of  the 
House  of  Delegates  on  Sunday,  April  23, 1995,  the  board 
elections  took  place  as  follows: 

S.  Nelson  Weston,  MD,  Chairman 

Richard  E.  Ulmer,  MD,  Vice  Chairman 

Patricia  P.  Westmoreland,  MD,  Clerk 

J.  Capers  Hiott,  MD,  Executive  Committee  Member- 

at-Large 

□ 


MEDICARE  UPDATE 


By  now  the  May  1995  Medicare  Advisory  has  been  pub- 
lished. Included  in  Advisory  is  the  registration  form 
for  a Basic  Billing  Workshop  to  be  held  at  the  Embassy 
Suites  Hotel  on  July  12, 1995,  from  9:00  am  to  4:30  pm. 
The  cost  is  $30  per  person.  Also  included  are  coding  tips, 
claims  filing  updates  and  much,  much  more.  You  and 
your  staff  should  read  this  Advisory  carefully. 

Screening  Mammogram:  HCFA  is  conducting  a con- 
sumer infoimation  initiative  to  encourage  screening  mam- 
mograms for  female  Medicare  beneficiaries.  Medicare 
covers  the  performance  and  interpretation  of  screening 
mammograms  every  one  to  two  years  depending  on  the 
beneficiary’s  age  and  risk  factors.  As  part  of  the  mam- 
mography campaign,  HCFA  has  developed  informational 
material  regarding  the  benefits  of  mammogram,  as  well 
as  Medicare  coverage  issues.  The  materials  available 
include: 

• Medicare  claims  data  showing  1992-1993  mam- 
mography utilization  rates  by  state  and  by  race; 

• HCFA  brochure  (in  English  and  Spanish)  telling 
older  Americans  about  the  benefits  of  Medicare-cov- 
ered mammograms; 

• Posters  supporting  the  mammography  campaign; 


• Fact  sheet  on  HCFA’s  Consumer  Information  Strat- 
egy and  the  Medicare  mammography  benefit,  and 

• “A  Woman’s  Guide  on  Quality  Mammogram”  from 
the  agency  for  Health  Care  Policy  and  Research. 

If  you  would  like  these  materials,  send  a written  request 
to:  Mammography  Information  Packet,  Medicare  Part 
B Professional  Relations  Staff,  Palmetto  Government 
Ben^ts  Administrators,  P.O.  Box  100190,  Columbia,  SC 
29202-3190. 

Diagnostic  Mammography  Update:  In  the  September 

30. 1994  edition  of  the  Federal  Register,  the  diagnostic 
mammography  benefit  did  not  include  symptomatic  men. 
HCFA  published  a corrected  amendment  in  the  March 

16. 1995  Federal  Register  which  restates  the  applicability 
of  diagnostic  mammography  to  men  as  well  as  women. 

Interest  Rate  Update:  The  interest  rate  for  overpayment 
and  underpayments  is  14.125  percent  effective  April  4, 
1995. 

Surgery  Workshop:  Don’t  forget  to  pre-register  for  the 
suigery  workshops  to  be  held  in  June.  Details  are  in  the 
hpn\,\995  Medicare  Advisory.  □ 


MEDICAID  UPDATE 


Telephone  System  Chan£es:  In  an  effort  to  serve  physi- 
cians better,  the  Department  of  Physician  Services  will 
pilot  an  automated  telephone  system  beginning  May  1 , 
1995.  When  calling,  you  will  have  five  options  from 
which  to  choose: 

• Program  Manager,  with  a Voice  Mail  option, 

• Verification  of  recipient  eligibility, 

• Verification  of  check  amount, 

• Information  regarding  a sterilization  claim,  or 

• The  receptionist. 

To  directly  reach  your  assigned  program  manager,  it  will 
be  important  that  you  are  familiar  with  the  correct  spelling 
of  your  program  manager’s  last  name.  Please  refer  to  Sec- 
tion 307  of  the  Physicians  Provider  Manual  for  program 
manager  assignments,  which  was  recently  revised  and 
sent  to  you.  Medicaid  is  interested  in  your  opinion  of  the 
efficiency  of  this  system.  Please  share  comments  and  con- 
cerns with  your  program  manager  at  (803)  253-6134. 

Ambulatory  Visits:  Effective  immediately,  the  Finance 
Commission  will  implement  an  affidavit  process  for 
providers  receiving  a 977  edit  code  (the  frequency  limit 
for  ambulatory  care  visits  has  been  exceeded).  The 
Finance  Commission  will  honor  a Medicaid  card  when 
the  card  for  the  month  of  their  visit  indicates  the  recip- 
ient had  six  or  fewer  visits.  The  provider  wiU  have  to  cer- 
tify this  was  true  through  an  affidavit  and  attach  a copy 
of  the  card  before  the  claim  can  be  processed.  Further 
details  will  be  forthcoming  in  a Medicaid  Bulletin. 

Family  Plannin?  Waiver  Update:  Effective  June  1, 
1995,  the  Family  Planning  Waiver  does  not  cover  treat- 
ment for  routine  side  effects  or  complications  associat- 
ed with  the  various  family  planning  methods.  Treatment 
costs  in  these  types  of  situations  are  the  responsibility  of 


the  patient.  j 

Edit  Correction  Form:  Effective  with  payment  date  June 

2. 1995,  the  Error  Correction  Form  will  be  revised  and 

entitled  “Edit  Correction  Form.”  The  basic  format  of  the  t 
form  was  not  changed,  however,  several  new  fields  were  ? i 
added  and  some  of  the  field  locations  changed.  Also,  the  ■ 
word,  “error”  will  be  referred  to  as  “edit.”  A bulletin  with 
details  of  this  change  will  be  received  shortly.  \ 

Prolon2ed  Physician  Services:  Effective  with  dates  of 
service  on  or  after  June  1 , 1995,  Medicaid  will  reimburse 
for  prolonged  physician  service  with  direct  (face-to-face) 
patient  contact. 

CPT  Code  Reimbursement  Frequency 

99354  $26.00  1 per  day  | 

99356  $26.00  1 per  day  |i 

Documentation  for  CPT  codes  99354  and  99356  must  j| 
clearly  indicate  that  the  service  was  direct  (face-to-face)  ' 
contact  between  the  physician  and  the  patient  for  more  ' 
than  30  minutes  beyond  the  usual  service  for  the  level  i 
of  E/M  code  billed.  A bulletin  will  be  forthcoming  with  i 
a detailed  explanation. 

Physician  Standby  Services:  Effective  with  dates  of  ser- 
vice on  or  after  June  1,  1995,  CPT  code  99360  will 
replace  codes  99150  and  9915 1 to  report  physician  stand- 
by services  not  involving  direct  (face-to-face)  contact. 
There  will  be  a grace  period  from  June  1,  1995  to  June 

30. 1995,  during  which  time  you  may  use  either  99150, 

99 15 1 , or  99360.  Please  refer  to  the  forthcoming  bulletin 
for  more  details.  □ 


PALMETTO  HEALTH  INITIATIVE  UPDATE 

The  State  Health  & Human  Services  Finance  Commission  and  Legislative  Medicaid  Waiver  Task  Force  have 
decided  to  withdraw  South  Carolina’s  1115  waiver  application  from  the  Health  Care  Financing  Administration 
(HCFA)  which  would  have  required  all  Medicaid  recipients  to  enroll  in  a managed  care  plan.  Rather,  they  intend 
0 implement  a Medicaid  managed  care  system  on  a voluntary  basis  for  the  state’s  current  Medicaid  population. 

During  the  next  year,  the  state  plans  to  (1)  streamline  the  eligibility  process;  (2)  implement  several  pilot  projects 
for  the  Physicians  Enhanced  Program  (PEP)  and  if  successful,  allow  for  expansion  of  the  PEP  to  other 
physicians  on  a voluntary  basis;  (3)  open  the  South  Carolina  Medicaid  program  to  HMO  participation  on  a 
voluntary  basis;  and  (4)  continue  to  work  with  all  parties  to  ensure  that  a sound  approach  to  managed  care  is 
designed  for  South  Carolina. 

If  you  have  any  questions,  please  contact  Elizabeth  Biggers  statewide  at  1-800-327-1021 , ext.  236  or  in 
Columbia  at  798-6207,  ext.  236. 
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HIGHLIGHTS  OF  THE  147TH  ANNUAL  MEETING 
APRIL  20-23, 1995 

THE  OMNI  HOTEL,  CHARLESTON,  SC 


Elections:  The  following  officers  and  trustees  were  elect- 
ed or  reelected  by  the  SCMA  House  of  Delegates: 
Carol  S.  Nichols,  MD,  President-elect 
Bryan  L.  Walker,  MD,  Secretary 
Stephen  A.  Imbeau,  MD,  Treasurer 
Roger  A.  Gaddy,  MD,  Speaker  of  the  House 
William  H.  Hester,  MD,  Vice  Speaker  of  the  House 
Richard  E.  Ulmer,  MD,  Trustee,  First  District 
John  B.  Johnston,  MD,  Trustee,  First  District 
George  P.  Cone,  Jr.,  MD,  Trustee,  Third  District 
Boyce  ToUison,  MD,  Trustee,  Fourth  District 
R.  Duren  Johnson,  MD,  Trustee,  Fifth  District 
J.  Capers  Hiott,  MD,  Trustee,  Seventh  District 
Michael  W.  Holmes,  MD,  Trustee,  Ninth  District 
J.  Chris  Hawk,  111,  MD,  AMA  Delegate 
Roger  A.  Gaddy,  MD,  AMA  Delegate 
John  W.  Simmons,  MD,  AMA  Alternate  Delegate 
Stephen  A.  Imbeau,  MD,  AMA  Alternate  Delegate 
0.  Marion  Burton,  MD,  AMA  Alternate  Delegate 

Awards:  Kathleen  P.  Flint,  MD,  a rheumatologist  in 
Columbia,  was  presented  the  1995  Thomas  A.  and  Shirley 
W.  Roe  Award  for  the  best  article  by  a practicing  physi- 
cian and  published  in  The  Journal  of  the  South  Caroli- 
na Medical  Association  for  the  past  two  years.  J.  O'Neal 
Humphries,  MD,  of  Columbia,  received  the  prestigious 
President's  Award  from  outgoing  president,  O.  Marion 
Burton,  MD.  According  to  Dr.  Burton,  during  Dr. 
Humphries  decade  of  tenure  as  dean  of  the  USC  School 
of  Medicine,  he  became  acquainted  with  and  actually 
taught  every  medical  student  that  graduated,  and  scores 
of  graduates  still  consider  Dr.  Hum.phries  a continuing 
mentor  in  their  professional  lives.  Euta  M.  Colvin,  MD, 
was  presented  a framed  resolution  from  John  R.  Hunt, 
MD,  on  behalf  of  the  JUA  Board  of  Directors.  The  res- 
olution praised  Dr.  Colvin  for  his  dedicated  work  in  the 
area  of  professional  liability  over  many  years.  J.  Richard 
Sosnowski,  MD,  received  an  award  for  his  outstanding 
service  on  the  SCMA  Ethics  Committee  since  its  incep- 
tion. 

Resolutions:  Several  resolutions  were  adopted  as  fol- 
lows: 

• A resolution  submitted  by  the  SC  Orthopaedic  Asso- 
ciation resolving  that  the  SCMA  rescind  its  endorse- 
ment of  the  HCFA  RBRVS  for  reimbursement  of 
physician  services  by  the  Workers'  Compensation 
Commission  was  rejected. 


• Another  resolution  submitted  by  the  SC  Orthopaedic 
Association  resolving  that  the  SCMA  endorse  a plan 
whereby  fees  for  physician  services  in  Workers'  Com- 
pensation cases  be  annually  adjusted  for  inflation  was 
adopted. 

• A resolution  from  the  Florence  County  Medical  Soci- 
ety regarding  the  PPC  Fee  Schedule  Amendment  was 
amended  by  the  House  to  have  the  SCMA  Board  of 
Trustees  and/or  staff  to  prepare  a report  as  soon  as  pos- 
sible on  the  interpretation  and  ramifications  of  a March 
3 1 Blue  Cross  letter  (amendment  to  the  Network  Pro- 
fessional Agreements)  and  provide  a clearing  house 
for  county  societies  as  they  analyze  this  issue.  The 
House  also  asked  the  SCMA  to  seek  possible  options 
to  reverse  the  Blue  Cross  decision  and  that  the  SCMA 
Board  of  Trustees  be  authorized  to  provide  the  nec- 
essary financial  support  for  this  activity.  This  amend- 
ed resolution  was  adopted. 

• A Newberry  County  Medical  Society  resolution  which 
called  for  the  SCMA  to  keep  abreast  of  changes  in 
health  care  alliances  and  delivery  systems  in  South  Car- 
olina and  inform  its  members  of  these  developments 
was  adopted. 

Reports  from  the  Board  of  Trustees:  The  House  acted 
on  the  following  reports  from  the  SCM.\  Board  of 
Trustees: 

• The  report  regarding  Direct  Access  to  Specialists  was 
editorially  amended  and  adopted. 

• A board  report  regarding  School-Based  and  School- 
Linked  Qinics  was  referred  back  to  the  Board  of 
Trustees  for  further  study  with  the  reference  com- 
mittee's primary  concerns  being  supervision  by  physi- 
cians and  cost-effectiveness. 

• The  report  regarding  Any  Willing  Provider  Legisla- 
tion was  amended  and  it  was  recommended  that  the 
amended  Managed  Care  Improvement  Act  be  sub- 
mitted to  the  South  ' olina  General  Assembly  and 
that  no  action  be  t i on  Senate  Bill  384. 

President's  Theme  for  1995-1996:  Benjamin  E.  (Ned) 
Nicholson,  MD,  has  adopted  for  his  theme  for  1995-1996 
“Stop  Hurting  - Start  Healing,”  a campaign  against  fam- 
ily violence.  See  the  President's  Page  in  this  month's  issue 
of  The  Journal  for  details.  Dr.  Nicholson  was  sworn  in 
as  the  132nd  president  of  the  South  Carolina  Medical 
Association  during  the  President's  Banquet  on  Saturday 
evening,  April  22, 1995.  □ 
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WORKERS'  COMPENSATION 
COMMISSION  UPDATE 


CAPSULES 


The  SC  Workers'  Compensation  Commission 
recently  released  the  1995  Medical  Services 
Provider  Manual.  The  manual  became  effective 
May  1 and  replaced  the  1990  Schedule  of  Fees  for 
Physicians  and  Surgeons.  The  new  edition  is  based 
on  the  1995  CPT  codes  and  features  completely 
rewritten  narrative  sections  which  carefully  explain 
billing  and  payment  policy.  Other  updates  include 
new  policies  for  pricing  supplies  and  injections,  and 
the  adoption  of  the  HCFA-1500  claim  form  for 
billing  Workers'  Comp.  Copies  of  the  manual  are 
available  from  the  commission's  Medical  Services 
Division  for  $25  each.  To  assist  billing  and  claims 
review  personnel  in  understanding  and  using  the 
new  manual,  the  commission  has  scheduled  regional 
workshops  this  month  in  Charleston,  Aiken, 
Florence,  Greenville  and  Columbia.  For  more 
information,  call  the  Medical  Services  Division  in 
Columbia  at  737-5741. 


THE  CARE  LINE 

Helping  women  and  children  obtain  the  health  care 
they  need  is  a priority  for  the  Care  Line,  South 
Carolina's  Maternal  and  Child  Health  Hotline.  In 
1992,  Care  Line  was  recognized  as  one  of  six  model 
Maternal  and  Child  Health  hotlines  in  the  nation. 

The  main  goal  of  the  Care  Line  is  improved  access 
and  utilization  of  health  care  and  health-related 
services.  The  Care  Line  staff  provides  assistance  and 
support  to  callers  in  gaining  access  to  prenatal  care, 
infant  and  child  health  care,  care  for  children  with 
special  needs,  family  planning  and  birth  control,  and 
other  related  services.  The  Care  Line  is  housed  in  the 
Division  of  WIC  services  at  DHEC. 

For  more  information  about  the  Care  Line  or  the 
services  offered,  please  call  734-3350  in  Columbia, 
or  toll-free  at  1-800-868-0404.  □ 


Jack  W.  Bonner,  111,  MD,  Greenville,  was  inducted 
as  a Distinguished  Practitioner  Member  of  the 
National  Academies  of  Practice  at  the  organization's 
Membership  Symposium  and  Banquet  in  March  in 
Arlington,  VA.  i| 

William  F.  Schmidt,  111,  MD,  Greenville,  was  1 ! 
presented  the  DHEC  Volunteer  Physician  of  the  Year  j i 
award  during  the  SCMA  Annual  Meeting  last  | 
month.  The  award  was  presented  by  DHEC  !: 
Commissioner,  Douglas  Bryant.  j 


SCMA  WORKSHOP  UPDATE 

Since  the  last  SCMA  Newsletter  was  published,  there 
has  been  a change  in  the  June  workshops  on 
“Understanding  & Negotiating  Managed  Care 
Contracts.”  Following  is  the  updated  schedule: 


June  13,  1995 
June  14,  1995 
June  27,  1995 
June  29,  1995 


Charleston  Marriott 
Sheraton  Hotel 
Greenville  Hilton 
Florence  Civic  Center 


Charleston 

Columbia 

Greenville 

Florence 


This  intensive,  one-day  program  is  presented  by 
Stephen  P.  Williams,  JD,  Senior  Vice  President  and 
General  Counsel  of  the  SCMA.  Participants  will  learn 
how  to  read  and  understand  managed  care  contracts. 
Attendees  will  also  review  the  particulars  of 
negotiating  contracts,  especially  medical  liability 
issues.  Physicians  and  office  managers  will  review 
payment  and  contracting  issues,  including  capitation, 
incentives,  and  point-of-service  plans.  SCMA  j 
member  tuition  is  $45.00  i 

! 

For  more  information  regarding  all  SCMA  workshops  | 
to  be  held  this  summer  and  fall,  call  Ginny  Comer, 
extension  253,  at  798-6207  in  Columbia  or  1-800-  \ 
327-1021  statewide.  □ ! 


APPLICATIONS  OF  SMALL  WIRE  EXTERNAL 
FIXATION 

H.  KEVIN  JONES,  M.  D.* 


Since  its  introduction  to  North  America  in  the 
1980s,  the  Ilizarov  method  of  external  fixa- 
tion has  revolutionized  the  treatment  of  many 
very  difficult  orthopaedic  problems.  This 
method  of  external  fixation,  which  originated 
in  the  Soviet  Union,  has  been  used  to  length- 
en bone  through  distraction  osteogenesis. 
Dramatic  results  have  been  achieved  in  the 
treatment  of  fracture  nonunions,  bone  defects, 
deformities,  osteomyelitis,  and  limb  length 
discrepancy. 

Since  the  original  Ilizarov  device  was 
developed  in  the  Soviet  Union,  other  small 
wire  external  fixators  have  been  used  suc- 
cessfully.'^ 

MATERIALS  AND  METHODS 

Between  October,  1991  and  November,  1993, 
15  procedures  were  performed  at  Beaufort 
Memorial  Hospital  using  small  wire  external 
fixators.  Three  different  fixators  were  used 
(Ilizarov,  Richards  Medical;  Fixamo  Depuy; 
Monticelli-Spinelli,  Howmedica).  The  fol- 
lowing applications  were  utilized:  fracture 
treatment,  bone  transport/limb  lengthening, 
deformity  correction,  and  arthrodesis. 

The  external  fixators  were  assembled  prior 
to  surgery  after  careful  pre-operative  plan- 
ning. Pre-operative  planning  included  the  use 
of  multiple  radiographs  including  oblique 
views,  tracings  of  the  bone  configurations 
and  scanograms  when  applicable.  Each  lower 
extremity  procedure  was  done  on  a fracture 
table  using  calcaneal  skeletal  traction  and 
either  femoral  skeletal  traction  or  bolster 
under  the  knee. 

Post-operatively,  patients  usually  took  part 
in  external  fixator  adjustments  especially 
when  lengthening  was  involved.  Patients 
were  instructed  on  how  to  adjust  the  fixator 
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with  wrenches  and  their  progress  was  moni- 
tored on  an  outpatient  basis  both  in  physical 
therapy  and  the  clinic.  Physical  therapy  was 
initiated  on  the  day  after  surgery  to  maintain 
joint  mobility. 

The  external  fixators  were  routinely 
removed  in  the  operating  room  when  healing 
was  felt  to  be  complete.  C-arm  was  used  to 
evaluate  for  healing  at  the  time  of  fixator 
removal. 

RESULTS 

Fractures 

Seven  patients  were  treated  for  fractures. 
These  included  two  tibial  plateau  fractures, 
two  distal  femur  fractures,  two  tibial  shaft 
fractures  and  one  combination  tibial  plateau 
and  tibial  shaft  fracture.  Six  of  these  patients 
went  on  to  have  solid  unions  of  their  frac- 
tures. One  fracture  did  not  heal.  This 
involved  a patient  with  an  open  tibial  shaft 
fracture.  He  was  treated  with  intramedullary 
rodding  of  the  tibial  nonunion  at  seven 
months  after  application  of  the  external  fixa- 
tor. The  fracture  did  subsequently  heal. 

Three  patients  were  treated  with  bone 
lengthening  techniques.  One  patient  had  sus- 
tained an  open  comminuted  tibial  plafond 
fracture  with  four  inches  of  bone  loss  at  the 
distal  tibial  shaft.  The  second  patient  had  a 
three-year-old  nonunion  of  the  ulna  sec- 
ondary to  a high  velocity  gunshot  wound.  The 
third  patient  had  a limb  length  discrepancy 
secondary  to  high  velocity  gunshot  wound  to 
the  knee  resulting  in  premature  physeal  clo- 
sure of  the  distal  femur  and  proximal  tibia 
(Figure  1).  Bone  transport  was  successfully 
utilized  in  all  three  cases  to  restore  length 
and,  in  one  case,  to  aceomplish  healing  of  the 
nonunion. 

Small  wire  external  fixation  was  used  for 
deformity  correction  in  three  cases:  ( 1 ) genu 
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SMALL  WIRE  EXTERNAL  EIXATION 


Figure  1 ( Al.  Radiograph  of  the  left  tibia  of  a 15- 
>ear-old  female  who  has  a reeurvatum  deformity 
secondary  to  a high  velocity  gunshot  wound.  The 
injury  resulted  in  premature  closure  of  the  distal 
femoral  and  proximal  tibial  physes  along  with 
closure  of  the  tibial  tubercle  apophysis.  At  skeletal 
maturity  she  was  left  with  a 3.5  cm  limb  length 
discrepancy  along  with  the  knee  deformity. 

varum  secondary  to  a tibial  plateau  fracture. 
(2)  adolescent  Blount's,  and  (3)  genu  recurva- 
tum  secondary  to  premature  closure  of  the 
tibial  tubercle  apophysis  (Eigure  1).  Each 
deformity  successfully  corrected  with  gradual 
adjustments  on  the  fixator. 

Arthrodesis  was  performed  on  two  patients. 
One  patient  had  an  infected  nonunion  of  an 
ankle  fracture.  Infected  bone  was  resected 
after  applying  the  external  fixator.  The  device 
was  then  compressed  to  accomplish  apposi- 
tion of  the  distal  tibia  to  the  talus.  A solid 
union  was  achieved  with  the  osteomyelitis 
eradicated  (greater  than  two  years  follow-up). 
The  second  patient  had  an  infected  revision 
total  knee  arthroplasty  and  had  already  under- 
gone a failed  arthrodesis  with  a unilateral  fix- 
ator. Using  the  small  wire  external  fixator  in  a 


Figure  1 (B).  Ilizarov  apparatus  was  applied  five 
years  after  the  injury.  Lenghtening  and  deformity 
correction  were  accomplished  through  a proximal 
tibial  osteotomy. 


hybrid  arrangement  with  half  pins,  again 
solid  healing  was  accomplished. 

Complications 

The  most  common  complication  encountered 
in  this  series  was  pin  tract  infections.  There 
were  I 1 such  episodes.  Each  of  these 
resolved  with  p.o.  antibiotics.  There  were  no 
eases  of  osteomyelitis  from  infected  pin 
tracts.  Loosening  of  the  tensioned  wires 
occurred  twice.  There  was  one  quadriceps 
contracture  in  a patient  with  a severely  com- 
minuted open  distal  femur  fracture.  One 
patient  developed  osteomyelitis  after  an  open 
fracture,  but  this  was  at  the  fracture  site,  and 
not  a pin  site.  One  patient  suffered  a refrae- 
ture  of  the  ulna  after  removal  of  the  fixator 
when  he  struck  the  forearm  against  the  edge 
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SMALL  WIRE  EXTERNAL  EIXATION 


Figure  I (C).  Radiograph  taken  prior  to  fixator 
removal,  (lood  regenerate  bone  is  noted  at  the 
distracted  osteotomy  site. 


Figure  1 (I)).  Radiograph  of  the  left  tibia  after 
fixator  removal.  Recurvatiim  deformity  is  corrected 
and  the  length  has  been  completely  restored. 


of  a door  jam.  This  fracture  went  on  to  heal 
with  immobilization.  The  same  patient  ended 
up  with  a 20  degree  tlexion  contracture  at  the 
elbow,  which  was  approximately  10  degree 
more  than  his  preoperative  contracture. 

Return  Visits  to  the  Operating  Room 
As  previously  noted,  all  fixators  were 
removed  in  the  operating  room.  Three 
unplanned  visits  were  made  to  make  adjust- 
ments on  the  fixator. 

DISCUSSION 

Development  of  the  Ilizarov  technique  has  been 
a breakthrough  in  the  treatment  of  difficult  frac- 
tures, nonunions,  osteomyelitis  and  limb  defor- 
mities. We  are  now  able  to  accomplish  what 
was  frequently  not  possible  previously. 

Small  wire  external  fixators  have  been 
extensively  used  for  the  treatment  of  frac- 
tures.'’’''^'^ These  techniques  have  been  partic- 
ularly helpful  with  comminuted  intra-articular 


fractures.'’’'  Most  orthopedists  clearly  recog- 
nize the  many  pitfalls  encountered  in  the 
open  treatment  of  severely  comminuted  tibial 
plafond  fractures.  These  include  disastrous 
complications  such  as  soft  tissue  necrosis  and 
osteomyelitis.  These  complications  can  be 
avoided  with  minimally  invasive  techniques 
and  early  joint  mobility  using  these  external 
fixators.  Intra-articular  injuries  at  the  knee 
have  similar  applications. 

Limb  lengthening  with  small  wire  external 
fixators  now  has  a proven  track  record  with 
many  years  of  experience  in  the  Soviet 
Union.'’’'  Modifications  have  been  successful- 
ly used  in  the  United  States  and  have,  in  some 
ways,  simplified  the  technique.’  These 
include  using  half  pins  and  hybrid  (half  pins 
and  small  wires)  arrangements.  Limb  length- 
ening obviously  requires  good  patient  cooper- 
ation, close  follow-up,  and  aggressive  physi- 
cal therapy. 

Bone  transport  proeedures  have  been  used 
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SMAIJ.  WIRH  HXTHRNAL  FIXATION 


to  solve  St) me  ot  the  most  reealei Irani 
orlliopaedie  eondilions  sueh  as  nonunion  and 
osteomyelitis.'  With  traditional  forms  of 
treatment  sueh  as  musele  flaps,  free  flaps, 
bone  grafting,  and  vaseularized  bone  grafts 
many  sueh  patients  have  undergone  multiple 
operations  whieh  ultimately  did  not  sueeeed. 
Bone  transport  has  olTered  a definitive  solu- 
tion to  these  diffieull  problems  and  frequently 
with  only  a single  major  proeedure  not 
requiring  hone  grafting. 

Small  wire  external  fixators  allow  for  gradu- 
al deformity  eoireetion  and  adjustments,  whieh 
are  not  possible  with  internal  fixation.'’’*" 
Reeognizing  this,  it  is  still  the  author's  opinion 
that  this  is  not  a first  line  of  treatment  when 
internal  fixation  leehniques  have  a proven 
reeord  and  are  more  expeditious.  Treatment  of 
deformities  with  the  Ilizarov  teehniques  is  still 
evoKing  in  North  Ameriea.  Reeent  literature 
has  diseussed  the  use  of  preoperative  measure- 
ment and  caleulations  to  aceomplish  a pre- 
dietable  deformity  eoiTeetion.' 

Small  wire  and  hybrid  external  fixators  ean 
be  particularly  useful  in  performing  arthrode- 
sis.'’’* As  with  deformities,  postoperative 
adjustments  ean  be  made  if  alignment  is  not 
satisfactory.  Another  interesting  technique, 
which  has  been  used  in  ankle  arthrodesis  is  the 
attachment  of  plates  to  the  fixator,  which  are 
used  as  cutting  jigs  for  resection  of  bone. ‘'This 
allows  for  precise  cuts  on  the  bone  ends  and 
better  bony  apposition  at  the  arthrodesis  site. 

Complications,  as  reported  in  this  series, 
are  frequent  with  this  technique."  The 
potential  for  pin  tract  problems,  wire  loosen- 
ing. and  joint  contractures  is  w'ell  recognized. 
More  serious  problems  ean  be  avoided  by 
anticipating  these  complications  and  initiating 
early  treatment.  Complications  may  also 
become  less  frequent  as  the  surgeon's  experi- 
ence increases. 

CONCLLSIONS 

The  use  of  small  wire  external  fixators  ean  be 
very  useful  in  the  private  practice  setting  for 
treating  very  recalcitrant  orthopaedic  prob- 
lems. Careful  preoperative  planning  and  close 


attention  to  details  is  essential.  Potential  com- 
plications must  be  anticipated  and  recognized 
early.  If  the  above  principles  are  followed, 
very  gratifying  results  ean  be  achieved. 
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EHRLICHIOSIS:  MORE  TICK-BORNE  TERRORISM? 


What  is  most  remarkable  about  the  ease  of 
ehrliehiosis  described  by  Dr.  Hawkins  in  this 
month’s  issue  is  not  that  the  disease  occurred  in 
the  South  Carolina  lowcountry  but  rather  its 
life-threatening  severity.  First  documented  in 
the  United  States  in  1986,  ehrlichiosis  has 
acquired  a reputation  as  being  a mild  version  of 
Rocky  Mountain  spotted  fever:  an  acute  undif- 
ferentiated febrile  illness  that  responds  to  tetra- 
cycline therapy.  Occasionally,  however,  it  can 
progress  to  multisystem  organ  failure  with  fea- 
tures resembling  those  of  the  toxic  shock  syn- 
drome.' Since  the  disease  is  probably  endemic 
in  South  Carolina  but  usually  unrecognized,  a 
brief  review  seems  appropriate. 

Ehrlichia  chaffeensis,  a rickettsial  organism 
that  primarily  infects  the  cytoplasm  of  circulat- 
ing leukocytes,  seems  to  be  the  sole  cause  of 
ehrlichiosis  in  the  United  States.  The  disease 
appears  to  be  spread  primarily,  although  not 
exclusively,  by  Dermacentor  variahilis  (the 
dog  tiek),  and  its  primary  geography  resembles 
that  of  Rocky  Mountain  spotted  fever  with 
most  cases  oecun'ing  in  the  south  central  and 
south  Atlantic  states,  Oklahoma,  and  Missouri. 
Approximately  seven  days  after  tick  exposure, 
patients  experience  the  onset  of  fever  and 
headache  often  with  malaise,  myalgia,  anorex- 
ia, nausea,  and  vomiting.  A maeulopapular  or 
petechial  rash  occurs  in  about  20  percent  of 
patients  and  affects  the  tmnk,  face,  and  extrem- 
ities with  usual  (>  95  percent  of  instances) 
sparing  of  the  palms  and  soles.  Frequent  labo- 
ratory findings  include  leukopenia,  thrombocy- 
topenia, and  abnomial  liver  function  tests.  Infil- 
trates are  sometimes  present  on  chest  x-ray. 
Most  patients  are  not  suspected  initially  of  hav- 
ing a rickettsial  infection.  Although  tetracycline 
(and  also  chloramphenicol)  to  limit  both  the 
duration  and  severity  of  the  infeetion,  prompt 


therapy  is  the  exception  rather  than  the  rule.- 
Unfortunately,  there  are  at  this  time  no  practi- 
cal, widely-available  test  by  which  one  can 
confirm  the  diagnosis.  Therefore,  one  must 
maintain  a high  index  of  suspicion  especially 
during  the  summer  months.  A history  of  tick 
exposure  can  be  obtained  in  at  least  90  percent 
of  patients  with  ehrlichiosis,  who  are  usually 
males  and  who  for  unclear  reasons  tend  to  be 
older  than  patients  with  Rocky  Mountain  spot- 
ted fever.  Americans’  growing  penchant  for 
outdoor  activities  makes  tick-borne  disease  a 
problem  of  increasing  concern,  and  ehrlichiosis 
is  simply  the  latest  member  of  a growing  list 
(Table).'  For  example,  ehiiichosis  was  recently 
reported  to  be  common  in  a suburban  golfing 
retirement  community;  golfers  with  higher 
handicaps  (who  therefore  w'ere  more  prone  to 
venture  into  the  woods)  were  more  likely  to 
experience  the  di.sease! 

The  importance  of  considering  the  possibility 
of  tick-borne  disease  cannot  be  over-empha- 
sized. Failure  to  initiate  presumptive  therapy 
increases  the  likelihood  that  the  illness  will  be 
more  severe — as  has  also  been  shown  for 
Rocky  Mountain  spotted  fever  and  typhus.  Fea- 
tures in  the  more  severe  cases  include  conjunc- 
tival hemon'hage,  the  acute  respiratory  distress 
syndrome  (ARDS),  hepatitis,  encephalitis,  dis- 
seminated intravascular  coagulation,  and 
shock.  The  message  is  clear:  with  undifferenti- 
ated febrile  illnesses,  especially  during  the 
summer  months,  think  rick  and  think  tetracy- 
cline. But  remember  that  other  causes  of  com- 
munity-aequired  nonspecific  febrile  illness 
include  such  entities  as  endocarditis,  staphylo- 
coccal septicemia,  and  meningococcemia. 
Thus,  in  some  cases  it  may  be  prudent  not  only 
to  obtain  baseline  serology,  start  tetracycline, 
and  arrange  for  close  follow-up  but  also  to 
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OUR  MAJOR  nCK-BORNK  DISEASES 


Disease 

Ai>ent  (Classineation) 

Rocky  Motintain  spotted 
fever 

Rii  kettsia  ric  kel.ssiae 
( rickettsial ) 

Ehrlichiosis 

F.hiik  hid  < hatfccusis 
(rickettsial) 

l.yme  disease 

Barrel  id  hiir^dorfcri 
( bacterial  | spirochete | ) 

rick  paralysis 

Toxin  ( neurotoxin) 

Tularemia 

FrancisccUd  tuidremis 
( bacterial ) 

Babesit)sis 

Bdhesid  microti.  ? B.  equi 
( protozoan ) 

Relapsing  fever 

Boirelia  species  (bacterial) 

Colorado  tick  fever 

Colti virus  species  (viral) 

■Major  Vect(»r 

(ieouraDliv 

Derm  ace  n tor 

Southeast.  West. 
South  Central 

Dermacentor. 
? ambylomma 

South  Central. 
South  Atlantic 

Ixodes 

Northeast,  Wisconsin, 
Minnesota.  California 

Dermacentor. 

ambylomma 

Nonhwest.  South 

Dermacentor. 

ambylomma 

Arkansas.  Missouri. 
Oklahoma 

Ixodes 

Northeast 

Ornithodoros 

West 

Dermacentor 

West 

obtain  blood  cultures  and  "cover"  (generally 
with  beta-lactam  antibiotics)  for  other 
pathogens. 

— CSB 
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WHAT  IS  PROFESSIONALISM  AND  CAN  IT  BE  MEASURED? 


Medical  practice  in  the  2 1st  century  will  be 
lundamentally  ditTerent  from  that  which  wc 
have  known.  The  role  of  technology  will  be 
extremely  high,  hut  the  technology  will  focus 
increasingly  on  the  prevention  of  disease  and 
maintenance  of  organ  function  rather  than  crisis 
intervention.  The  focus  of  high  technology  will 
shift  from  hospitals  to  diffuse  networks.  Most 
physicians  will  practice  in  large  organizations 
and  will  be  reimbursed  by  capitation,  salary,  or 
some  combination  thereof.  Success  will  be 
measured,  at  least  in  part,  by  eost-effeetivencss. 
And  through  all  of  this  the  physician-patient 
relationship  will  change.  One  thoughtful 
reviewer  suggests  that  in  1935.  the  physician- 
patient  relationship  was  one-to-one;  that  in 
recent  years  it  has  been  ambiguous;  and  that  in 
2005  it  will  be  one-to-//  (a  concept  that  sug- 
gests that  our  responsibility  is  not  just  to  the 
individual  patient,  but  to  all  of  society).'  What 
do  these  dramatic  changes  portend  for  physi- 
cians as  professionalsl  What  do  they  mean  for 
the  medical  profession  ? 

“Profession”  comes  from  profiteri,  which  in 
turn  comes  from  pro  plus  /c/.v.v/dren.  which 
means  to  confess  or  own  to.  The  original  usage 
of  “to  profess”  in  English  was  to  take  the  vows 
of  a religious  order.  Thus,  the  meaning  was  “to 
declare  openly.”  To  claim  to  be  a professional, 
then,  is  “to  declare  openly”  certain  attitudes, 
beliefs,  or  competencies.  But  what  is  a profes- 
sion and  what  is  not  a profession?  By  one  list- 
ing. no  fewer  than  170  occupations  puiport  to 
be  “professions.”  One  authoritiy  describes  “the 
professional  project”  as  “the  effort  of  an  occu- 
pational group  to  organize  itself  to  gain  a 
monopoly  over  a service  and  control  of  the 
market  so  as  to  develop  a demand  for  the  ser- 
vice in  the  form  it  provides.”  the  aim  of  which 
is  “collective  conquest  of  status.'”  There  is  gen- 
eral agreement,  however,  that  to  be  truly  “pro- 
fessional” there  must  be  a dedication  to  the 
public  interest  that  far  transcends  socioeconom- 
ic gain.  A “profession”  must  meet  three  crite- 
ria: ( 1 ) specialized  training  gained  through  for- 


mal education  and  apprenticeship;  (2)  public 
recognition  of  the  ability  to  set  and  regulate 
practice  standards;  and  (3)  commitment  to  the 
public  good  beyond  “the  economic  welfare  of 
the  practitioners.”' 

Is  it  possible  to  be  more  specific?  What 
prompted  this  editorial  was  the  publication  by 
the  American  Board  of  Internal  Medicine  of 
Project  Professionalism,  an  attempt  to  define 
and  promote  professionalism  in  the  training  of 
young  physicians.'  The  elements  of  profession- 
alism were  put  forth  as  follows: 

• Altruism,  whereby  the  ruling  principle  is 
the  patient's  interest,  not  self-interest; 

• Accoimtahility  not  only  to  patients  but  also 
to  society  and  to  the  profession; 

• Excellence  that  includes  commitments  to 
exceeding  expectations  and  to  life-long 
learning; 

• Duty  whereby  one  acknowledges  one's 
availability  and  responsiveness  when  “on 
call;” 

• Honor  ami  integrity  whereby  one  refuses  to 
violate  personal  and  professional  codes; 
and 

• Respect  for  others. 

What  impres.sed  me  most  about  the  document 
was  the  clear  description  of  certain  signs  and 
symptoms  that  professionalism  has  been 
betrayed.  These  include: 

• Abase  of  power,  that  can  be  manifested  by 
betrayal  of  the  trust  of  patients  and  col- 
leagues; by  bias;  by  sexual  harassment;  and 
by  breach  of  confidentiality; 

• Arrogance,  denoting  a haughty  self-impor- 
tance; 

• Greed,  defined  as  the  inappropriate  aspira- 
tion of  money,  power,  or  fame,  leaving  little 
room  “for  understanding,  compassion  or 
other  qualities  necessary  for  the  healing 
profession;” 

• Misrepresentation,  the  conscious  act  of 
lying  or  fraud; 

• Impairment  without  recognition  or 
acknowledgement; 
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• lAtck  of  conscicmioitsncss,  ol'len  consisting 
of  doing  “just  cnougli  to  get  by,”  siicli  as 
waiting  lor  the  radiology  report  rather  than 
going  to  see  the  x-rays  personally;  and 

• Conjlids  of  iiiiciv.sl,  whether  by  sell'-rel'er- 
ral,  aeeeptanee  of  gilts,  inappropriate  nti- 
li/.ation  ol  serviee,  inappropriate  eollabora- 
tion  with  industry;  or  eomproniising  the 
principles  ot'elinieal  investigation. 

The  rloeument  eonekides  with  speeil'ie  reeoin- 
mendations  i’or  recognizing  professionalism 
and  lack  thereof,  supported  by  twenty  vignettes 
of  real-life  examples. 

As  a third-year  medical  student,  I was  told 
that  there  were  really  only  three  questions  of 
elinieal  relevanee:  ( 1 ) What  is  wrong  with  the 
patient?  (2)  What  ean  1 do  for  the  patient;  and 
(3)  What  will  be  the  outeome?  Thirty  years 
later,  1 eonelude  that  this  list  must  be  expanded 
to  inelude;  (4)  What  will  it  eost?  and  (5)  What, 
specifically,  must  1 do  to  behave  in  the  best  tra- 
ditions of  our  profession?  The  overriding 
imperative  of  professionalism  is  to  serve  our 
fellow  humans  ably  and  altruistieally.  In  reeog- 
nizing  that  we  often  fall  short,  we  are  hardly 


alone.  As  one  reviewer  put  it;  “ The  professions 
bitterly  disappoint  us  for  falling  victim  to  the 
imperfections  of  human  nature  and  human 
institutions.  I'he  professional  spirit  is  a ray  of 
hope  in  the  lowering  gloom. What  is  profes- 
sionalism? How  ean  we  measure  it?  How  ean 
we  l\)ster  it?  That  our  medical  organizations,  at 
all  levels,  are  paying  inereasing  attention  to 
these  vital  issues  should  be  a source  of  eoml'ort, 
a reason  to  rejoice,  and  an  impetus  for  renewal. 
What  is  best  for  society  is,  after  all,  also  best 
for  us. 

— CSB 
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Letters  to  t(;e  Editor 

To  ihe  Edilor: 

When  physicians  pul  down  a diagnosis  of 
“depression,”  it  sometimes  causes  the  patients 
problems  with  insurance.  I found  out  that  I 
really  wasn't  using  the  proper  codes  for  filing 
insurance,  and  so  I asked  Dr.  Roy  Ellison,  a 
member  of  the  National  Board  of  Examiners 
for  Psychiatry  and  a former  member  of  our 


Stale  Board,  for  help.  He  suggested  the  follow- 
ing: 

I hope  that  my  colleagues  find  this  to  be  help- 
ful. 

William  H.  Hunter,  M.  D. 

Clemson  Medical  Clinic 

139  Anderson  Highway  7,  Suite  150 

Clemson,  SC  2963 1 


USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


CREATE  A MEDICAL 
BREAKTHROUGH. 


Become  an  Air  Force  physician  and  find 
the  career  breakthrough  you’ve  been 
looking  for. 

• No  office  overhead 

• Dedicated,  professional  staff 

• Quality  lifestyle  and  benefits 

• 30  days  vacation  with  pay  per  year 

Today’s  Air  Force  provides  medical 
breakthroughs.  Find  out  how  to  qualify 
as  a physician  or  physician  specialist. 
Call 


Diagnosis 

CTR  Codes  for  diagnosis 

Major  depression  (borderline  psychotic) 

300.4 

Recuirent  Major  depression 

296.2 

Dysthymia  (depres.sed  several  weeks) 

300.4 

Adjustment  disorder  (re:  specific  problems) 

309.0 

Adjustment  disorder  with  mixed  anxiety  and 

309.28 

depressed  mood 

On  we  C()zk:t. 

FIFTY  YFARS  A(;0 


1 945-lialaiiii  retaken,  k’ive  hundred  POWs 
freed.  P'DR  dies  of  eerebral  hemorrhage  at 
Warm  Springs.  GA.  Germany  surrenders 
uiKH>nditir)nally.  Atomie  homhs  dropped  on 
Japan  V-J  Day.  August  14.  On  radio,  we  listen 
to  “One  Man's  Family.”  “Queen  for  a Day.” 
and  “Information  Please.”  “The  Lost  Weekend” 
is  the  best  pieture  of  the  year  and  Joan  Craw- 
ford is  voted  best  aetress  for  her  role  in  “Mil- 
dred Pieree.”  T/ie  Glass  Menagerie  opens  on 
Broadway  and  Dizzy  Gillespie  tours  the  US 
with  his  first  big  band.  We  danee  to  “Cruising 
down  the  River”  and  relax  with  Forever  Amber 
or  The  Rohe,  depending  on  our  literary  taste. 

In  medicine  a method  of  administrating  peni- 
eillin  orally  is  developed  and  scarlet  fever  is 
treated  successfully.  Six  new  antibiotics  are 
developed.  Taussig  and  Blalock  pioneer  “blue 
baby  surgery.” 

In  South  Carolina,  the  Annual  Meeting  of  the 
SCMA  is  canceled  because  of  wartime  restric- 


tions. Physicians  are  still  discussing  the  “fee  for 
service”  versus  the  compulsory  insurance  prob- 
lem. Hilla  Sheriff,  Director  of  Maternal  and 
Child  Health,  reports  that  there  were  .S.'S  fewer 
maternal  deaths  this  year  than  last.  Now  that 
penicillin  is  available  on  the  open  market,  the 
feeling  is  that  “it  will  be  found  to  be  one  of  the 
most  powerful  weapons  in  our  armentarium — 
but  not  a wonder  drug.” 

At  the  Medical  College.  Dean  Kenneth  Lynch 
is  beginning  to  launch  his  Expansion  Program 
with  plans  for  a Medical  College  Hospital.  On 
June  L^.  1945,  members  of  the  class  of  1945 
receive  their  M.  D.  degrees  and  most,  their 
commissions  into  the  army  or  navy.  Following 
the  ceremonies,  the  faculty  hosts  a reception  in 
the  library  for  the  graduates  and  their  families, 
with  about  500  persons  attending.  This  is  the 
first  of  what  it  is  hoped  will  be  an  annual  event. 

Betty  Newsom 

The  Waring  Historical  Library 
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Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month,  t 


Matters  of  Interest 
to  South  Carolina 
Physicians. 


TOP  TEN  REASONS  TO  CONSIDER 
CONNECTICUT  MUTUAL'S  DISABIUTY 
PLAN  FOR  SCMA  MEMBERS  NOWt 


The  market  for  disability  insurance  is  changing  daily.  Protect  your 
income  while  you  can  still  get  the  benefits,  premium  guarantees, 
and  contractual  language  to  give  you  maximum  protection  during 
your  working  life. 

1.  This  product  will  only  be  available  in  its  present  form  for  a very  short  time. 

2.  Connecticut  Mutual  still  offers  SCMA  members  a 25%  discount. 


3.  Connecticut  Mutual  still  offers  true  own  occupation  coverage  to  physicians. 

4.  Connecticut  Mutual  still  offers  guaranteed  contractual  language.  Once 
issued,  the  provisions  cannot  be  changed  prior  to  age  65. 

5.  Connecticut  Mutual  still  offers  a guaranteed  premium.  Once  issued,  the 
premium  cannot  be  changed  prior  to  age  65. 


6.  Connecticut  Mutual  still  has  full  benefits  for  mental  and  nervous  conditions. 

7.  Connecticut  Mutual  still  pays  benefits  for  partial  d/sab/V/fy  without  requiring  the 
insured  to  ever  be  totally  disabled. 

8.  Connecticut  Mutual  still  offers  amounts  of  coverage  to  replace  a significant 
percentage  of  your  income. 

9.  Connecticut  Mutual  still  offers  a cost  of  living  rider. 


10.  Connecticut  Mutual  still  have  recovery  benefits  that  will  continue  to 
compensate  you  for  lost  earnings  after  you  return  to  work  full  time. 


MAIL  RESPONSE  TO:  Carolina  Physicians  Advisory  Service 

Post  Office  Box  688 
Columbia,  SC  29202-0688 


Name  Specialty 


Address  City  Zip 

Have  you  used  tobacco  in  the  past  12  months?  YES NO 

DOB SEX MONTHLY  BENEFIT  DESIRED  $ 


Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax 
advice.  Only  your  attorney  and  accountant  are  qualified  to  do  so. 


Gctrolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Carolina  Medical  Community. 
P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1 -800-742-3669 
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PRESIDENT’S  ADDRESS 
1995  SCMAA  CONVENTION 
April  20,  1995 


Thank  you,  Donna.  Convention  chairman.  Union  County  Delegates,  all  my  dear  friends  and  associ- 
ates in  the  .South  Carolina  Medical  Association  Alliance,  ladies  and  gentlemen. 

It  is  difficult  to  convey  to  you  the  honor,  privilege  and  thrill  I feel  at  this  moment.  Thank  you  all  for 
providing  me  this  opportunity  to  serve  you  in  this  great  organization.  I pledge  to  you  my  best  efi’oils 
and  hope  you  will  join  me  in  as  many  alliance  programs  as  possible  in  the  next  12  months. 

There  are  many  ways  to  communicate:  conversation,  speech  making,  classroom  lecture,  telecom- 
munications, etc.  One  of  my  favorite  ways  is  story  telling,  so  today  1 will  tell  you  a story.  It  is  a short 
story  of  my  ."^0  years  as  a physician’s  spouse,  but  1 have  included  some  messages  that  may  have 
meaning  for  you  and  this  organization.  I began  my  physician  spouse  experience  when  my  husband. 
Woody,  and  I moved  to  San  Diego,  California,  for  his  intern  year  in  the  Navy.  I was  invited  to  attend 
a “doctor’s  wives  club”  meeting  and  was  thrilled  to  meet  so  many  friendly  people  who  all  had  so 
much  in  common.  I knew  I wanted  to  do  my  part  and,  before  I knew  it,  1 was  the  intern  wives’  repre- 
sentative. I learned  about  membership  then  and  have  been  active  and  involved  ever  since.  Remember 
the  three  Ts  — be  inquisitive,  stay  informed  and  you  will  definitely  be  involved. 

I found  out  along  the  way  how  important  student  loans  were  through  the  AMA-ERF,  as  Woody 
received  one  while  he  was  a student.  He  needed  additional  financial  support  to  continue  his  medical 
school  education  as  the  dependent  of  a single  mother  with  a limited  income.  This  student  loan 
allowed  for  a veiy  flexible  pay  back  schedule  at  favorable  interest  rates.  One  of  these  loans  paid  all 
tuition,  fees,  room  and  board  for  Woody’s  Junior  year  in  medical  school.  AMA-ERF  received  over 
$30,000  from  South  Carolina  last  year  mostly  due  to  our  efforts,  your  efforts.  The  national  total  was 
over  two  million  dollars  — all  raised  by  alliances  across  the  country.  The  cost  of  medical  education 
continues  to  go  up  so  we  must  continue  to  increase  our  giving.  It  is  also  a gift,  a legacy  of  physicians 
from  one  generation  to  another. 

We  all  have  our  health  projects  and  promotions  throughout  the  state.  For  the  Roper  Mountain  Sci- 
ence Center,  the  auxiliary  in  Greenville  raised  a substantial  sum  with  their  beautiful  house  tour. 
Home  health  care,  the  Red  Cross,  cancer  research,  mental  health,  children’s  hospitals,  domestic  vio- 
lence centers,  children’s  shelters  and  Hospice  are  but  a few  of  the  many  recipients  of  our  efforts 
across  the  state.  They  all  need  and  depend  on  us  for  help.  We  must  continue  our  efforts  toward 
improving  the  health  and  health  care  of  our  communities.  This  year  we  are  so  plea.sed  to  join  with  the 
SCMA  in  their  campaign  against  family  violence.  You  will  be  hearing  more  about  this  later.  You 
know,  when  called  upon  the  alliance  always  responds!  Childhood  immunization  and  teenage  preg- 
nancy prevention  are  other  areas  of  emphasis  this  year. 

More  than  ever  before,  our  legislative  efforts  are  needed.  Voter  registration  is  of  utmost  importance 
as  we  try  to  get  our  me.s.sage  to  our  legislators.  The  AMA  leadership  is  emphasizing  the  following 
reform  efforts  in  1995: 
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• Insurance  relbi  ni  to  make  sure  that  we  do  not  lose  coverage  if  we  change  jobs  or  get  sick. 

• Strong  elTorts  to  reform  Medicare  and  reduce  mucli  of  its  red  tape. 

• C’alling  on  America's  pliysieians  to  reduce  the  level  of  care  when  it  is  unnecessary. 

• Strong  prevention  dibits. 

• Liability  reform. 

• Continue  our  patient  protection  efforts  so  we  all  have  a choice.  We  all  know  that  our 
spouses  deliver  the  finest  medical  care  in  the  world.  Our  spouses  are  dedicated,  hard 
working  professionals  and  we  must  do  whatever  we  can  to  support  and  assist  them  and  to 
support  each  other  — for  our  role  is  truly  unique. 

Political  activism  is  one  of  our  greatest  needs.  Unfortunately,  there  are  very  few  individuals  who 
are  willing  to  fill  that  need.  Physicians  in  general  do  not  have  the  time  to  involve  themselves  in  polit- 
ical activity.  I know  that  there  are  some  of  you  who  were  raised  in  politically  active  families  or  have 
family  members  who  have  been  in  public  ofllce  or  in  public  service.  I only  ask  you  to  consider  that 
you  may  possess  talent  or  expertise  in  the  political  arena  that  somehow  is  lying  dormant  or  unused.  If 
you  do  think  that  you  could  be  of  service  in  this  area,  please  let  someone  know.  Write  your  congress- 
man, serve  in  voter  registration  drives  and  meet  with  your  state,  local  and  national  legislators  when 
possible.  Let  them  know  how  you  feel.  Run  for  public  office  yourself. 

Returning  to  my  story,  after  we  left  the  Navy  in  1973,  we  returned  to  Charleston  for  one  year  of 
service  on  the  faculty  of  MUSC.  Other  faculty  wives  were  .so  friendly  and  kind  to  me,  particularly 
Pam  Griffin,  Skippy  Adkins  and  a beautiful  lady  known  only  as  Mrs.  Pettit.  1 also  learned  that  the 
same  AMA-ERF  loan  program  Woody  had  used  10  years  earlier  had  now  grown  and  expanded 
many  fold.  Many  of  these  loans  were  now  being  granted  to  female  students,  which  pleased  me  a 
great  deal.  Upon  moving  to  Spartanburg  in  1974, 1 spent  the  next  13  wonderful  years  as  a member  of 
the  Spartanburg  County  Medical  Auxiliary.  I served  in  various  capacities  over  the  years  including 
president  in  1981.  Perhaps  my  favorite  efforts  were  in  the  then  annual  rummage  sale,  our  main 
fundraiser  and,  of  course,  the  lovely  tour  of  the  beautiful  home  of  my  dear  friend  Julie  Lowry.  Upon 
moving  to  Union  in  1987,  I lived  in  my  first  truly  small  town.  1 soon  came  to  know  that  in  terms  of 
medical  auxiliai7/alliance  involvement,  however.  Union  is  large.  Mary  James  is  my  friend,  my  part- 
ner, my  assistant  and  my  mentor.  As  you  also  know,  Paul  Doerner,  the  husband  of  Dr.  Helen 
Stockinger,  is  the  first  male  president  of  the  county  auxiliary/alliance  in  South  Carolina.  I have  pre- 
pared for  my  year  as  president  by  serving  on  the  state  board  for  over  20  years. 

Which  brings  me  to  now!  We  all  have  gifts  to  bring  to  the  table.  Now  more  than  ever  we  need  your 
time,  talents  and  resources.  Just  when  we  are  stretched  to  the  maximum,  we  need  to  make  all  physi- 
cians’ spouses  aware  of  the  importance  of  being  a part  and  doing  their  part.  I want  to  share  with  you 
a fable  from  Tolstoy  — 

The  king  called  his  wise  men  together  to  ask  for  the  secret  of  life.  The  first  one  told  the  King  that 
he  would  find  it  in  the  glory  of  the  past ! The  second  said  he  would  find  it  in  the  wonders  of  the 
future,  but  the  third  was  the  wisest  of  all  for  he  said  the  .secret  of  life  is  now ! My  theme  for  this  year 
is  in  this  saying,  “Yesterday  is  history.”  “Tomorrow  is  a mysteiy"  “Today  is  a gift.”  That's  why  we 
call  it  the  present!  This  has  been  a short  history  of  my  30  years  experience  with  physicians'  spouse 
organizations  and  the  many  gifts  I have  received  from  them.  I am  sure  many  of  you  have  similar  sto- 
ries to  tell.  All  of  these  30  years  have  really  been  a joy  for  me,  but  1 want  this  31st  year  to  be  the  very 
best  of  all.  1 hope  all  of  you  and  the  entire  membership  can  contribute  something  to  help  me  reach 
that  goal.  Thank  you  all  and  God  bless  you. 

Kiki  Sanford  (Mrs.  H.  Woodliff) 

President,  SCMA  Alliance 
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If  the  U.S.  Senate  Can  Deliver 
Health  Care  Liability  Reform, 
laureen  O'Regan  Can  Deliver  Babies  Anywhere. 


{l‘t  Dr.  Maureen  O’Regan. 

She’s  an  obstetrician  in 
|j;hern  Virginia,  within  sight  of 
nation's  Capitol. 

She  delivers  babies  in  Virginia 
hre  there’s  a limit  on  health 
' liability  awards, 
ijust  across  the  Potomac  River, 
i Washington,  D.C.,  there  is  no 
m,  and  malpractice  insurance 
1!  s at  least  $68,000  - more 
iiW  twice  the  cost  in  Virginia. 

Dr.  O’Regan  would  like  to 

ISver  babies  in  Washin^on,  but 
cost  is  too  high  and  the  risk  is 
tgreat. 


She's  not  alone.  One  out  of 
eight  obstetrician/  gynecologists 
nationally  no  longer  delivers 
babies.  Other  doctors  all  across 
the  country  struggle  with  the 
same  dilemma. 

Without  liability  caps,  huge 
amounts  of  money  are  spent  on 
defensive  medicine.  Physicians 
must  order  more  procedures  and 
tests  than  the  patient  really 
needs.  The  trust  between  patient 
and  physician  is  threatened. 

Congress  can  fix  this.  The 
U.S.  House  of  Representatives 
has  already  passed  a bill  that 


I 


would  set  a $250,000  cap  on 
noneconomic  damages.  Now  it’s 
up  to  the  U.S.  Senate. 

Contact  your  U.S.  Senators 
now.  Tell  them  to  vote  for  Health 
Care  Liability  Reform. 

And  let  Dr.  O’Regan  deliver 
babies  wherever  she’s  needed. 

Wnte  both  U.S.  Senators  c/o  U.S. 
Senate,  Washington,  D.C.  20510.  Or 
call  their  offices  at  (202)  224-3121. 

American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


classifhls 


()ran(;kiu  r(;  and  c alhoun  coiin- 

have  practice  opportunities  for  graduat- 
ing residents/fellows  and  experienced  practi- 
tioners in  the  following  specialties:  Hmergeney 
Medicine.  Family  Practice,  Orthopedic  Sports 
Medicine  and  Urology.  Practice  incentives  and 
relocation  assistance  are  available.  Contaci  Dr. 
Chcnnol,  The  Rei’iomil  Medical  Center,  at 
{HOO)  866-6045. 


A lab  in  your  oftlcc  is  a proven  benefit  to  your 
patients,  your  practice,  and  your  independence. 
But  what  about  the  time-consuming  aggrava- 
tions of  government  regulations,  supplier  rela- 
tionships. personnel  training  and  management, 
quality  control,  record  keeping,  and  thousands 
of  other  details?  Lab  Partners'  turnkey  solution 
does  it  all  for  you  at  a lower  cost  than  you  can 
do  it  for  yourself!  We  are  a new  kind  of  service 
organization  that  works  for  the  physician  to 
provide  on-site  diagnostic  testing.  Call  Lah 
Partners,  Inc.  collect,  (704)  542-1488,  or  fa.x 
(704)  542-215  J,  to  .see  one  of  our  lah.s  in 
action. 
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FOR 

VIOLENCE-FREE 

FAMILIES 


DO  YOUR  PART... 

ASK  QUESTIONS  IN  A CONFIDENTIAL  AND  PRIVATE  SETTING 

Have  you  ever  been  emotionally  or  physically  abused  by  someone  important  to  you? 


Have  you  ever  been  hit,  slapped,  kicked  or  otherwise  physically  hurt  by  someone? 
[f  yes,  by  whom?  Indicate  which  of  the  following  apply:  spouse,  ex-spouse,  current 
Dr  former  partner,  stranger,  parent,  caregiver,  other,  multiple. 

Have  you  ever  been  forced  to  have  sexual  activities?  If  yes,  by  whom?  Indicate 
lA^hich  of  the  following  apply:  spouse,  ex-spouse,  current  or  former  partner, 
stranger,  parent,  caregiver,  other,  multiple. 

|\re  you  afraid  of  anyone  listed  above? 

I 

I 

I KEEPING  YOUR  PROFESSIONAL  RADAR  ON 


|l.  Remember  to  screen  your  patients  for  violence. 

|2.  Ask  Questions. 

3.  Document  your  findings. 

|4.  Assess  your  patient’s  safety. 

I 

|5.  Review  options  with  your  patient.  Know  where  to  refer. 


Physicians  and  their  spouses  united  to  confront  family  violence 
South  Carolina  Medical  AssociationISouth  Carolina  Medical  Association  Alliance 


“We  couldn’t  be  happier  with  CompuSystems’  Medical  Insuranc 
Processing  and  Billing  system.” 


Stanmore  E.  Reed,  M.D.,  OBIGYN  Associates,  Columbia,: 


Features  that  can’t  be  beat 

"When  we  first  began  automating  our 
practice,  we  hired  a consultant  to  help  us 
evaluate  different  computer  systems. 
After  all  the  results  were  in, 
CompuSystems'  Medical  Insurance 
Processing  and  Billing  System  won 
hands  down.  The  system’s  features, 
combined  with  the  company's  support, 
made  an  unbeatable  package.  That  was 
in  1986,  and  we  couldn't  be  happier  with 
the  decision  we  made." 

Managing  business  office  complexity 

"We  have  four  physicians  rotating 
between  two  offices,  so  billing  and 
insurance  filing  in  our  practice  can  be 
pretty  demanding.  CompuSystems 
makes  it  all  manageable.  The  system 
gives  us  the  infomiation  we  need  on  our 
hills  and  receivables,  and  being  able  to 


file  claims  electronically  is  a big  benefit. 
And  frankly,  we  couldn't  function 
without  the  optional  Appointment 
Scheduler  module.  The  Scheduler 
makes  coordinating  multiple  doctors  and 
locations  much  easier  than  it  would  be 
manually  — you  can  schedule  an 
appointment  at  any  time  from  any 
workstation.  It’s  a real  life-saver." 

Helpful  staff  with  the  support  you  need 

"Since  we  have  workstations  at  both 
sites,  all  tied  together,  support  is  a key 
factor  for  us.  Maintaining  a complex, 
cross-town  computer  network  isn't  easy. 
The  on-site  service  and  phone  support 
we’ve  gotten  have  been  excellent,  and 
the  staff  is  so  nice  and  helpful. 

“We've  jirst  been  extremely  satisfied 
with  CompuSystems." 


M CompuSystems  is  the  choice  of  mo\ 
South  Carolina  physicians  than  aL\ 
other  vendors  combined. 

M Electronic  filing  directly  to  South  i 
Carolina  BCIBS,  Medicare,  and  j 
Medicaid  with  no  per-claim  charg 

U Features  to  ma.vimize  return, 
improve  cash  flow,  and  increase 
productivity. 

M “One-call,"  toted  system  support,  \ 
including  on-site  hardware  senhci 


©MiiipiuiSystemsi 

INC.  j 

Call  now  for  details:  800-800-647| 
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^7  have  a very  select  practice, "" 

DR.  ARTHUR  WILLIAMS,  DIRECTOR  OF  HEALTH  SERVICES 
SOUTHSIDE  HEALTHCARE,  INC.,  ATLANTA,  GA 


Dr.  Williams  doesn’t  see  just  anyone. 
Only  those  who  need  him  most. 


As  director  of  health  services  at 
Southside  Healthcare,  one  of  the 
nation’s  five  largest  community 
health  centers,  Dr.  Williams  oversees 
a team  of  health  care  professionals 
that  managed  153,000  patient  visits 
last  year. 

Dr.  Williams’  career  reflects  his  com- 
mitment. He  worked  as  a pharma- 
cist, then  went  back  to  school  and 
earned  his  MD.  He  paid  for  medical 
school  by  committing  to  work  three 
years  at  a community  health  center 
— Southside.  Nine  years  later,  he’s 
still  there,  still  giving. 

The  Sharing  the  Care  program 
donates  Pfizer’s  full  line  of  single- 
source pharmaceuticals  to  medically 
uninsured,  low-income  patients  of 
federally  qualified  centers  like 
Southside,  in  support  of  those  who, 
like  Dr.  Williams,  are  part  of  the  cure. 


Sharing  the  Care:  A Pharmaceuticals  Access 
Program  is  a joint  effort  of  the  National 
Governors’  Association,  the  National  Association 
of  Community  Health  Centers  and  Pfizer. 


Were  part  of  the  cure. 
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Speciali^l 
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She  wonders  if 
she’ll  get  it  aU  done 


Send  Out  The  Bills 

File  The  Claims 

Approve  All  ^ 
Patient  Checks 
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Reminders 
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Insurance  Bills 
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Track 
Utilization  Trends 

Verify  Insurance 
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complete  practice  management  software 
system  that  can  help  you  perfomi  every 
office  task  there  is.  Except,  perhaps,  taking 
temperatures. 

Find  out  all  the  things  PAID  IV  Plus  can 
do  for  you.  Call  Companion  Technologies 
for  information  or  to  schedule  a system 
demonstration. 
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course. 
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procedure,  contact  the  Army  Medical 
Department  Personnel  Counselor: 

(706)  724-7506 
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Recently  I was  asked  to  sign  a contract  with  a major  insurance  company's  managed  care  sub- 
sidiary. The  contract  contained  a clause  which  stated  that  the  company  could  terminate  the  con- 
tract without  cause.  1 questioned  the  clause  and  was  told  that  1 was  the  only  physician  in  the  area 
who  had  questioned  it.  Negotiations  with  the  company  were  unsuccesst'ul  largely  because  I was 
an  individual  physician  and  all  other  participating  physicians  had  signed  without  protest. 

Last  month  Blue  Cross  unilaterally  amended  its  PPC  agreement  to  include  a clause  (dubbed 
the  “most  favored  nation”  clause)  which  requires  a physician  to  accept  the  lowest  amount  paid 
for  a procedure  by  any  other  third  party  payor  as  payment  in  full. 

These  two  examples  of  clauses  in  contracts  have  convinced  me  that: 

1 . We  should  all  read  our  contracts  very  closely. 

2.  We  should  consult  an  experienced  health  care  attorney  if  we  are  unsure  of  the  impli- 
cations of  any  part  of  a contract. 

3.  We  should  negotiate,  if  possible,  through  a group  such  as  the  local  PHO. 

4.  We  could  ask  the  South  Carolina  Insurance  Commission  to  review  a clause,  or  claus- 
es, which  we  have  reason  to  believe  may  be  illegal  in  South  Carolina. 

The  SCMA  last  year  published  the  Physicians'  Guide  to  Managed  Care  Contracts.  It  contains 
valuable  information  which  can  help  us  understand  contracts  and  negotiate  with  the  companies 
offering  them.  1 suggest  reading  it  before  signing  your  next  contract. 


Benjamin  E.  Nicholson,  M.  D. 
President 
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Dementia  may  be  defined  as  the  global  impair- 
ment of  intellectual  and  eognitive  functions  such 
as  memoiy,  abstract  thinking,  or  judgement  that 
seriously  interferes  with  nonnal  social  and  occu- 
pational activities.'  The  diagnosis  of  dementia 
includes  Alzheimer’s  disease,  multi-infarct  (vas- 
cular) dementia,  alcoholic  dementia,  Parkinson's 
disease  with  dementia,  Huntington’s  disease, 
and  other  dementing  illnesses.  However,  a 
definitive  diagnosis  of  dementia  is  difficult, 
especially  in  the  early  stages. 

Data  for  the  registry  are  gathered  by  chart 
review.  It  is  important  to  note  that  the  registry 
staff  are  not  directly  involved  in  diagnosis; 

*Froin  the  .Schools  of  Public  Health  (Mr.  Scott,  Dr.  Huang 
and  Macera,  Ms.  Comman,  Ms.  Neff,  Ms.  Torres,  and  Mr. 
Otterness)  and  Medicine  (Drs.  Eleazer  and  Macera),  Uni- 
versity of  South  Carolina.  Columbia. 

**Address  correspondence  to  Dr.  Macera  at  the 
Alzheimer's  Disease  Registry.  .lames  F.  Byrnes  Center  for 
Geriatric  Medicine.  Education,  and  Research.  P.O.  Box 
1 19,  Columbia,  SC  29202 


rather,  they  record  verbatim  the  physician’s 
diagnosis  from  the  patient’s  medical  record. 
These  diagnoses  are  coded  using  the  Interna- 
tional Classification  of  Diseases,  9th  revision. 
Clinical  Modification  (1CD-9-CM.  1980),  and 
classified  into  four  general  categories  for 
reporting  purposes  (Table  1 ). 

The  registry  collects  and  maintains  core  data 
consisting  of  patient  demographics  and  diag- 
nostic data  (using  1CD-9-CM  codes),  caregiver 
contact  data  for  follow-up  of  patients,  and  the 
place  where  the  records  were  abstracted.  The 
abstracting  form  also  includes  medical  diag- 
noses, tests  performed,  scores  on  mini-mental 
state  exams,  educational  status,  and,  when 
appropriate,  date  and  cause  of  death.  Illiteracy 
and  mental  retardation  are  noted  if  present.  If 
there  is  a family  history  of  dementia,  it  is  also 
recorded.  This  abstract  form  contains  all  items 
recommended  for  a national  core  data  set  on 
dementia. 
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ALZHI-:iMFiR 


C LASSII  ICA  I ION  OK  DKMKN HAS  HV 
IC  l)-9-CM  CODES 

Statewide  Alzheimer’s  Disease  and  Related 
Disorders  Re}»istrv,  1994 

AL/.I1HIMI;K\S  DISliASI- 
2M().()-29(),3  Senile  oi  piesenile  tienientia 

2M().X-29().9 

33 1 .0  Al/lieimer's  tiisease 


'S  DlSliASH  

84. 

• 'riiirty-eighl  percent  ol’  people  with 
Alzheimer’s  disease  are  eurrently  over  84 
years  of  age. 

• Seventy-seven  percent  of  the  people  with 
Alzheimer’s  di.sease  who  reside  in  the  com- 
munity are  eurrently  over  74  years  of  age 
(Idgure  2). 

• Righty-one  percent  of  the  people  with 
Alzheimer’s  disease  living  in  institutions  are 


MUI,  1 1 INFARCT  or  VASCUI.AK  DFiMHNTIA 
2‘-)().4-2no.43  Ai  leriosclerolic  ilementia 


AirottOl.or  DRUG  INDUCF4)  1)EMF:NTIA 
291.2  Alcohol  dementia 

292. K2  nriitt-induccd  dementia 


MF.DICAl.  DIAGNOSES  WITH  DEMENTIA 

294. 1 Dementia  with  other  conditions 

3 1 0. 1 0 Organic  brain  syndrome 

33 1 . 1 -33 1 .9  Other  cerebral  degeneration 

332.0-332. 1 Parkinson's  disease 

333.4  Huntington's  chorea 

334.2-334.29  Primary  cerebellar  degeneration 

334.9-334.99  Spinocerebellar  disease 


Because  no  single  .system  in  South  Carolina 
identifies  all  newly  diagnosed  patients  with 
dementia,  new  cases  are  collected  primarily 
from  monthly  reports  from  the  Department  of 
Mental  Health  {including  Community  Mental 
Health  Services)  and  Community  Long-Term 
Care.  Approximately  300  new  or  updated 
records  are  processed  monthly.  All  data  report- 
ed here,  unless  otherwise  noted,  refer  to  preva- 
lent 1 994  ca.ses. 

In  1994,  the  registry  maintained  infoniiation 
on  7,467  individuals  in  South  Carolina  with  a 
diagnosis  of  Alzheimer’s  disease  or  a related 


eurrently  over  74  years  of  age  (Figure  2). 

• More  women  than  men  are  affected  with 
Alzheimer’s  disease  and  multi-infaret  (vascu- 
lar) dementia,  possibly  due  to  the  larger  pro- 
portion of  women  alive  after  age  65. 

• African-Americans,  who  comprise  nearly  30 
percent  of  the  adult  South  Carolina  popula- 
tion, are  over-represented  in  all  dementia  cat- 
egories (over  40  percent  in  each  category). 

• Forty-nine  percent  of  people  with 
Alzheimer’s  disease  who  reside  in  the  com- 
munity are  African-American  (Figure  3). 

• Approximately  half  the  people  with 
Alzheimer’s  disease  have  less  than  a high 
school  education. 

• Sixty-two  percent  of  people  with 
Alzheimer’s  disease  are  single,  widowed, 
divorced,  or  separated  (65  percent  of  those  in 
institutions  and  59  percent  of  those  in  the 
community  (Figure  4). 

• Summary  information  on  the  number  of 
deaths  between  1988  and  1994  indicates  that 
about  40  percent  of  the  dementia  diagnoses 
are  made  within  two  years  of  death  and  about 
25  percent  of  tbe  dementia  diagnoses  not  due 
to  medical  causes  is  diagnosed  more  than 


dementia.  Sixty-two  percent  had  a diagnosis  of 
Alzheimer’s  disease  and  an  additional  16  per- 
cent had  a diagnosis  of  dementia  due  to  stroke. 
The  rest  were  due  to  alcohol  or  drug-induced 
dementia  (9%).  and  dementia  secondary  to 
other  medical  conditions  (14%).  Highlights  of 
the  1994  registry  data  include; 

• Fifty-nine  percent  of  those  living  in  the  com- 
munity have  a diagnosis  of  Alzheimer’s  dis- 
ease (Table  1 ). 

• Those  with  Alzheimer’s  disease  are  most 
often  diagnosed  between  the  ages  of  75  and 


five  years  before  death. 

• The  onset  of  symptoms  occurs  more  than 
five  years  before  death  for  almost  half  the 
dementia  cases. 

Considering  the  increasing  numbers  of  affect- 
ed persons,  the  lack  of  effective  treatment,  and 
the  length  of  time  that  persons  and  their  fami- 
lies require  resources,  Alzheimer’s  disease  is 
likely  to  innuenee  health  care  financing  on  a 
national  level.  Data  collected  by  this  registry 
can  help  South  Carolina  effectively  plan  for 
this  emerging  health  problem. 
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Figure  1.  Percentage  of  Registry  Cases  hv  Dementia 
I’y  pe  and  Community  or  Institution  Location. 
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Figure  2.  Percentage  of  Alzheimer's  Disease  Cases 
hy  Age  and  Community  <»r  Institution  Location. 
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f igure  3.  Percentage  of  Alzheimer's  Disease  Cases  by 
Ethnicity  and  Community  or  Institution  Location. 
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Figure  4.  Percentage  of  Alzheimer's  Disease  Cases 
by  Marital  Status  and  Community  or  Institution 
Location. 
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NUTRITIONAL  SCREENING  OF  OLDER  SOUTH 
CAROLINIANS:  A PILOT  STUDY* 


CASS  RYAN,  PH.  D,  R.  D.** 
MARY  BUNDRICK.M.  A. 


Adults  aged  65  and  older  aceount  for  1 2 per- 
cent of  the  population  and  this  I'igure  is  expect- 
ed to  increase  to  21  percent  by  the  year  2030. 
In  South  Carolina  there  are  more  than  552,000 
citizens  over  60  years,  representing  15  percent 
of  the  population.'  Numerous  studies  have 
shown  that  older  adults  are  vulnerable  to  mal- 
nutrition. There  is  increasing  evidence  that 
nutritional  deficiencies  increase  morbidity  as 
well  as  mortality  and  result  in  greater  utiliza- 
tion of  health  care  resources.’  Malnutrition 
often  goes  unrecognized  and  undertreated  in 
both  ambulatory  and  inpatient  care.’ 

In  1991  the  Nutrition  Screening  Initiative 
(NSl)  was  formed  as  a direct  response  to  the 
Surgeon  General’s  workshop  on  health  promo- 
tion and  aging  and  the  U.S.  Department  of 
Health  and  Human  Services  Report  Healthy 
People  2000P  The  sponsoring  agencies  for 
NSI  were  the  American  Dietetic  Association, 
the  Academy  of  Family  Physicians  and  the 
National  Council  on  the  Aging.  The  NSI 
believes  that  nutritional  interventions  for  older 
adults  must  be  interdisciplinary  and  the  first 
step  is  a Checklist  which  can  be  completed  by 
the  older  adult  and  can  be  self  scored.  The  NSI 
can  not  be  used  to  diagnose  malnutrition,  but 
rather  it  can  be  used  to  identify  those  elders 
with  potential  for  nutrition  related  problems.’ 
A comprehensive  nutritional  assessment 
including:  anthropometric  measurements; 
blood  analysis;  history  and  physical  and  dietary 
evaluation  should  be  complete  on  those  indi- 
viduals identified  at  high  risk  for  nutritional 

*From  the  Division  of  Geriatrics,  University  of  South 
Carolina  School  of  Medicine  (Dr.  Ryan),  and  the 
Division  on  Aging,  Office  of  the  Governor  (Ms. 
Bundrick).  Columbia.  SC. 

**  Address  correspondence  to  Dr.  Ryan  at  the  Division 
of  Geriatrics.  University  of  South  Carolina  School  of 
Medicine,  PO  Box  1 19,  Columbia.  SC  29202. 


deficiencies.  An  algorithm  was  designed  by  the 
consensus  panel  to  determine  what  needs  to  be 
done  after  the  initial  evaluation.'’ 

meth()D()L(k;y 

With  leadership  from  the  Ofllce  of  the  Gover- 
nor's, Division  on  Aging,  and  the  University  of 
South  Carolina  School  of  Medicine,  Division 
of  Geriatrics,  the  South  Carolina  NSI  Planning 
Committee  was  established.  Their  efforts 
resulted  in  a survey  called  “Eat  Right  Caroli- 
na” being  conducted  in  Newberry  county.  Ini- 
tially, the  planning  committee  wanted  to  dis- 
tribute the  nutrition  Checklist  across  the  entire 
state.  However,  without  outside  funding,  it  was 
decided  that  a pilot  project  should  be  conducted 
in  just  one  county.  Newberry  was  selected 
because  of  its  close  proximity  to  the  state  agen- 
cies involved  in  the  project.  Newben'y  County 
was  selected  also  becau.se  it  has  the  highest  per- 
centage of  residents  over  the  age  of  60,  and  the 
local  Council  on  Aging  was  very  supportive  of 
the  project.  Committee  members.  Council  on 
Aging  personnel  and  volunteers  distributed 
and  collected  the  Nutrition  Checklist  for  two 
months.  The  forms  were  made  available  to 
recipients  of  home  delivered  meals  and  other 
in-home  services,  participants  at  congregate 
meal  sites,  in  grocery,  drug  and  department 
stores,  at  the  hospital,  printed  in  the  newspaper 
and  were  available  at  community  events.  No 
attempt  was  made  to  randomize  the  sample. 

RESULTS 

Four  hundred  two  residents  from  Newberry 
county  completed  the  Nutrition  Checklist.  This 
represents  six  percent  of  the  county’s  popula- 
tion over  60  years  of  age.  The  average  age  of 
the  participant  was  70  years  of  age  (Range  60- 
92).  This  included  88  percent  Caucasian,  nine 
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Figure  1. 

percent  African  American  and  less  than  one 
percent  were  Hispanic.  Eighteen  percent  were 
male  and  72  percent  female.  Additionally,  44 
percent  lived  alone  while  66  percent  lived  with 
someone.  Also,  46  percent  were  married,  44 
percent  widowed,  six  percent  single  and  four 
percent  had  been  divorced.  Eorms  were 
obtained  by  the  participants  through  numerous 
routes.  Eorty-three  percent  of  the  Nutrition 
Checklists  were  obtained  at  stores,  18  percent 
at  senior  centers,  1 5 percent  from  the  newspa- 
per, 14  percent  at  community  events,  the 
remaining  10  percent  were  obtained  through 
health  care  providers. 

The  mean  score  on  the  checklist  was  4.3, 
placing  124  participants  at  high  risk  and  104 
participants  at  moderate  risk  for  nutritional 
problems  (See  Eigure  I ).  Other  findings  includ- 
ed the  fact  that  25  percent  of  the  people  report- 
ed incomes  of  $580  or  less  per  month  and  17 


percent  reported  that  they  did  not  always  have 
money  for  food. 

One  hundred  and  forty-eight  participants  or 
37  percent  of  the  sample  identified  that  an  ill- 
ness made  them  change  the  kind  or  amount  of 
food  they  eat.  One  hundred  and  seventy-two 
people  reported  taking  three  or  more  medica- 
tions per  day.  The  responses  to  all  of  the  ques- 
tions on  the  Checklist  are  given  in  Eigure  2. 

DISCUSSION 

Appropriate  interventions  need  to  be  made 
available  to  the  older  adults  who  took  the  time 
to  complete  and  return  the  Checklist.  The 
results  of  the  survey  were  shared  with  officials 
from  numerous  agencies  in  Newberry  county. 
Social  interventions  were  identified  as  funda- 
mental to  assisting  older  individuals  with 
obtaining,  preparing  and  eating  an  appropriate 
diet.  Oral  problems  can  profoundly  affect  an 
individual's  food  intake  and  additional  dental 
services  need  to  be  available  in  the  county. 
Mental  health  is  also  a factor  in  the  ability  of  a 
person  consuming  an  adequate  diet.  Changes  in 
mental  status,  depression  and  loneliness  all 
impact  on  nutrition.  Medications  affect  the  uti- 
lization of  nutrients.  Because  polypharmacy  is 
common  in  the  older  adults,  a nutrient-drug 
screen  through  local  pharmacists  should  be 
available  to  identify  potential  problems.  Nutri- 
tion education  and  counseling  for  older  adults 
can  play  a vital  role  in  helping  the  older  adults 
make  appropriate  therapeutic  changes  in  their 


RESPONSE  TO  DETERMINE  YOUR  Nmf  RiTIONAL  HEALTH  CHECKLIST 


Illness/Condition 
< 2 Meals/Day 
Fruits,  Vegetables.  Milk 
3+  Alcoholic  Beverages 
Tooth/Mouth  Problems 
Limited  Income 
Eats  Alone 
Polypharmacy 
Lost/  Gained  Weight 
Needs  asisstance  with  ADL 


Fijjure  2. 
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diet.  Compreliensive  nulrilional  assessmenl 
should  be  available  Ironi  physieians  Tor  those 
individuals  who  are  at  high  risk  lor  mahuitri- 
lioii.  This  serviee  should  he  provided  by  a 
physieian  who  is  knowledgeable  in  assessmenl 
of  dietary  defieieneies.  d'he  Nutrition  Cheeklisl 
eommillee  was  also  eoneerned  that  the  forms 
ditl  not  reaeh  older  adults  who  do  not  read  and 
write  and  to  those  who  are  eonl'ined  to  their 
homes.  I’hese  findings  are  alarming  in  the  light 
of  the  fael  that  belter  edueated,  more  aflluent 
and  more  mobile  older  adults  in  the  eounly 
who  look  the  sereening  were  found  to  be  at 
nutritional  risk.  What  is  the  nutrition  status  of 
tho.se  not  reaehed  by  the  .screening  checklist? 

SUMMARY 

Malnutrition  can  be  a major  health  care  prob- 
lem for  older  adults.  Thirty-one  percent  of  the 
participants  in  a pilot  study,  conducted  in  New- 
berry county,  were  determined  to  be  at  high 
risk  for  nutritional  deficiencies  and  26  percent 
were  at  moderate  risk.  All  health  care  profes- 
sionals who  work  with  the  elderly  must 
become  aware  of  the  NSI  and  offer  the  Check- 


.scrhi;ninc; 

list  to  their  clients,  fhe  solutions  to  malnutri- 
tion rec|uire  multidisciplinary  interventions  and 
the  physieian  is  the  central  figure  in  this  team 
approach  to  improving  the  quality  and  quantity 
of  life  for  older  adults. 

To  obtain  copies  of  the  N.SI  write  to:  The 
Nutrition  Screening  Initiative,  2626  Pennsylva- 
nia Avenue,  NW,  Suite  .201,  Washington,  DC 
20037,  or  telephone:  202/  623- 1 662.  ~\ 
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MENT: CAN  IT  BE  PREDICTED  BY  SELF-MONI- 
TORING AND  IS  24-HR  BP  MONITORING  CLINI- 
CALLY IMPORTANT  IN  THE  TREATMENT  OF 
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The  relationship  between  hypertension,  even  at 
mild  levels  and  hypertension  related  end-organ 
damage  is  well  established.  Most  of  the  studies 
that  have  looked  at  this  relationship  utilize  clin- 
ic blood  pressures.  Over  the  past  10  years  many 
reports  relate  24-hour  blood  pressure  levels  to 
hypertension  end-organ  damage.  Many  of  these 
studies  have  shown  that  24-hour  blood  pressure 
levels  are  more  important  predictors  of  hyper- 
tension-related end  organ  damage  than  are  clin- 
ic blood  pressures.'  In  addition,  clinic  blood 
pressures  may  be  artificially  raised  by  the 
“white  coat”  effect.-  In  this  situation  a patient’s 
blood  pressure  is  10-20  mniHg  higher  when  in 
a clinic  or  physician’s  office  compared  to 
home-monitored  BP  results. 

In  addition  to  the  relationship  between  24-hour 
blood  pressure  levels  and  hypertensive  end- 
organ  damage,  accumulating  research  has  shown 
that  other  parts  of  the  24-hour  blood  pressure 
spectrum  may  predict  hypertension-related  end- 
organ  damage.  These  components  include  the 
daytime  level  of  blood  pressure,  the  nighttime 


*From  the  University  of  South  Carolina  School  of 
Medicine,  the  Department  of  Biostatistics.  University  of 
South  Carolina  and  the  Medical  Service.  WJB  Dorn  Vet- 
erans' Hospital.  Columbia.  SC. 

**Address  coirespondence  to  Dr.  Rosansky  at  Renal  Sec- 
tion ( 1 I IF),  WJB  Dorn  Veterans'  fJospital.  Columbia, 
SC  29201. 


level  of  blood  pressure,  and  the  difference 
between  daytime  and  nighttime  blood  pressure 
level,  i.e.,  circadian  blood  pressure  variation. 

Nocturnal  sleep-associated  blood  pressures 
cannot  be  self-monitored.  A 24-hour  blood 
pressure  monitor  is  needed  for  clinicians  to 
detect  abnormal  circadian  BP  pattern.  Recent 
studies  suggest  that  abnormal  circadian  BP  pat- 
terns (“nocturnal  hypertension”)  may  predict 
hypertension-related  end-organ  damage.' 

Twenty-four-hour  blood  pressure  monitoring 
is  costly  and  inconvenient  for  the  patient.  One 
would  like  to  be  able  to  predict  nighttime  blood 
pressure  by  monitoring  blood  pressures  prior  to 
sleep  and  after  awakening  in  the  morning.  In 
addition,  one  would  like  to  assess  the  affect  of 
sleep/wake  intervals  (which  may  be  affected  by 
the  ambulatory  BP  monitor)  on  the  24-hour 
blood  pressure  pattern,  and  specifically  on  the 
nocturnal  sleep-related  blood  pressures. 

SELF-MONITORED  BLOOD  PRESSURE 
AND  NOCTURNAL  BLOOD  PRESSURE 

We  attempted  to  answer  some  of  these  ques- 
tions by  studying  32  subjects  including  26 
patients  with  chronic  renal  failure  and  six  con- 
trol subjects.  (We  and  others  previously  report- 
ed abnormal  circadian  blood  pressure  patterns 
in  patients  with  chronie  renal  failure. A All 
patients  monitored  their  blood  pressure  at  home 
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lor  llirce  scc]Lienlial  days  prior  to  I'alliiig  asleep 
and  immediately  alter  awakening  in  the  morn- 
ing. Next,  the  siibjeet’s  blood  pressure  was 
monitored  with  a 24-hour  blood  pressure  mea- 
suring deviee  (SpaeeLabs  d()2()2  BP  monitor). 
I'his  BP  monitor  is  rather  noisy  eompared  to 
the  eurrently  available  SpaeeLabs  90207  moni- 
tor. The  90202  monitor  reeorded  patients  sys- 
tolie.  diastolie,  and  mean  arterial  pressure,  and 
heart  rate  every  20  minutes  for  24  hours.  After 
24-hour  monitoring,  the  patient  filled  out  a 
sleep  questionnaire  to  determine  the  time  they 
fell  asleep  and  woke  up  daily. 

The  self- monitored  pre/post-sleep  blood  pres- 
sures did  not  ebange  signifieantly  prior  to  sleep 
or  after  awakening.  Thus,  we  learned  that  self- 
monitored  blood  pressure  in  these  patients  was 
not  predietive  of  their  day/night  blood  pressure 
ehanges.  We  afso  diseovered  that  evaluation  of 
24-hour  blood  pressure  data  must  consider 
awake  time  at  night,  since  blood  pressure  may 
rise  during  these  intervals  and  give  a false  pic- 
ture of  the  patient’s  circadian  blood  pressure 
profile. 

"'Dippers"  versus  ""Non-Dippers" 

Several  subgroups  may  have  abnormal  circadi- 
an blood  pressure  patterns  (“nocturnal  hyper- 
tension”). These  include  diabetics,  African- 
Americans,  patients  with:  chronic  renal  failure; 
atherosclerotic  cardiovascular  disease;  and 
autonomic  dysfunction.- **  Researchers  have 
attempted  to  study  the  affect  of  circadian  blood 
pressure  on  hypertensive  end-organ  damage  by 
classifying  patients  according  to  the  degree  to 
which  their  blood  pressure  drops  at  night  ver- 
sus day  values.  In  many  published  studies,  sub- 
jects are  arbitrarily  defined  as  “dippers”  if  their 
nighttime  mean  blood  pressures  drop  10  per- 
cent or  more  compared  to  their  daytime  blood 
pressures.-  In  our  study  when  we  used  arbitrary 
cut-offs  for  defining  patients  as  “dippers”  or 
“non-dippers,”  adjustment  for  awake  intervals 
during  the  night  produced  markedly  different 
results.  For  example,  even  normal  subjects  who 
slept  poorly  during  their  24-hour  blood  pres- 
sure monitoring  had  less  than  a 10  percent  drop 
in  nighttime  versus  daytime  blood  pressure 


because  of  their  awake  lime  at  night.  When  this 
awake  time  was  excluded  to  calculate  the 
day/night  blood  pressure  change,  these  subjects 
demonstrated  a normal  nocturnal  decline  in 
blood  pressure.  For  the  26  patients  with  chronic 
renal  failure  when  we  did  not  adjust  the  noctur- 
nal awake  intervals,  and  when  we  utilized  a 10 
percent  drop  in  systolic  BP  to  define  normal 
“dipper,”  23  subjects  were  classified  as  “non- 
dippers.” When  these  awake  intervals  were 
excluded  from  the  analysis,  only  17  subjects 
were  classified  “non-dippers.”* 

Since  prolonged  nocturnal  awake  intervals 
may  give  erroneous  “dipper”/“non-dipper” 
results,  it  may  be  more  appropriate  to  look  at 
the  change  in  blood  pressure  comparing  day- 
time to  nighttime  values  as  a continuous  vari- 
able (percent  change  day/night)  rather  than  a 
dichotomous  variable  (“dippers”  versus  “non- 
dippers”). This  is  consistent  with  many  studies 
that  show  that  clinic-related  blood  pressure  lev- 
els con-elate  as  a continuous  variable  to  hyper- 
tension associated  end-organ  damage. 

H7//  we  use  24-hour  and  nighttime  blood  pres- 
sure data  to  make  clinical  treatment  decisions 
in  the  future? 

Research  data  is  accumulating  to  show  that 
hypertension-related  morbidity,  including  pro- 
teinurta,  exacerbation  of  renal  insufficiency,  left 
ventricular  hypertrophy,  and  hypertension-relat- 
ed cardiovascular  mortality  may  be  predicted 
more  accurately  by  24-hour  blood  pressure 
parameters  than  by  clinic  blood  pressures.  If 
larger  studies  than  those  available  to  date  con- 
firm this  notion,  clinicians  may  use  24-hour 
blood  pressure  data  more  often  in  the  future.  In 
addition,  24-hour  blood  pressure  monitoring 
will  clearly  have  a use  in  discovering  those  20 
percent  or  more  of  the  hypertensive  population 
that  have  the  “white  coat”  phenomenon,  (hyper- 
tensive in  the  clinic,  but  normotensive  when 
studied  with  24-hour  blood  pressure  monitor- 
ing). Twenty-four-hour  monitoring  is  also 
essential  to  diagnose  nocturnal  hypertension 


*Additional  data  and  statistical  tables  are  available 

from  the  authors  upon  request. 
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(abnormal  circadian  blood  pressure  pattern). 
SUMMARY 

We  predict  that  24-hour  blood  pressure  data 
will  be  required  prior  to  starting  treatment  in 
order  to  reeeive  third-party  payment.  We  are 
cuiTently  perl'orming  a cost  benefit  analysis  in 
patients  with  mild  to  moderate  hypertension  to 
see  the  prevalence  of  inappropriate  treatment  of 
hypertension  (diagnosed  by  normal  24-hour  BP 
results)  in  an  outpatient  clinic  population.  We 
will  compare  the  cost  of  treating  that  .segment 
of  the  population  that  is  inappropriately  on 
treatment  to  the  cost  of  24-hour  BP  monitoring 
for  the  entire  study  population.  As  a result  of 
this  type  of  analysis,  health  care  payors  may 
require  24-hour  BP  documentation  prior  to 
hypertension  treatment  for  all  cases  of  mild  to 
moderate  hypertension.  □ 
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THE  RESPONSE  OE  SOUTH  CAROLINA  PHYSI- 
CIANS TO  THE  DEMANDS  OF  WORLD  WAR  II* 

EDWARD  H.  BOLAND.  M.  D.** 


Altliougli  llie  LI.  S.  would  not  LMitor  World  War 
II  (WWII)  officially  iinlil  laic  1941,  military 
planners  began  oixming  lines  of  eomnuiniea- 
lion  with  SC  physicians  as  early  as  the  summer 
of  1939.  In  the  June  Journal  of  the  South  Car- 
olina Mcihcat  Association  (The  Journal},  Dr. 
Hdgar  A.  Hines,  M.  D.,  Secretary  of  the  SCMA 
and  Editor-in-Chief  of  77/e  Jd/z/vr//,  reported  on 
a letter  from  the  War  Department  that  “the  part 
the  medical  profession  will  continue  to  play  in 
such  emergencies  depends  largely  upon  the 
interest  of  the  great  civilian  profession.”-  The 
interest  displayed  by  the  profession  in  South 
Carolina  is,  in  retrospect,  a story  of  personal 
sacrifice,  compassion,  exemplary  leadership 
and  strength  of  character. 

At  the  annual  meeting  of  the  American  Med- 
ical Association  (AMA),  held  in  New  York  in 
June  of  1940,  there  was  much  discussion  in  ref- 
erence to  medical  preparedness  in  the  event  of 
a national  emergency.^  The  AMA  went  so  far  as 
to  appoint  a National  Preparedness  Committee, 
and  Dr.  J.  E.  Paullin  of  Atlanta,  GA,  was 
appointed  Chairman  of  the  corps  area  that 
included  South  Carolina.^  Each  state  was  asked 
to  .select  a state  chairman  to  serve  as  a liaison 
with  the  National  Committee  and  to  head  a 
state  Emergency  Preparedness  Committee 
(EPC).  Dr.  Hines  accepted  this  task  and  imme- 
diately began  assessing  the  status  of  all  South 
Carolina  physicians.  He  collected  completed 
questionnaires  which  had  been  mailed  to  each 
physician  by  the  AMA.  Dr.  W.  E.  Pressly  of 
Due  West,  SC,  President  of  the  SCMA,  urged 
...each  and  every  doctor  in  South  Carolina  to 
return  his  questionnaire  to  the  American 
Medical  Association  office  at  once 1 am 


*Froni  the  Medical  University  of  South  Carolina,  where 
this  work  was  carried  out  while  the  author  was  an 
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sure  that  each  of  you  shares  with  me  the 
desire  that  the  South  Carolina  Medical  Asso- 
ciation shall  do  her  full  duty  in  this  worthy 
endeavor.  We  have  never  failed  in  time  of 
state  of  national  emergency  and  we  will  not 
fail  today.^ 

While  some  SCMA  members  were  sluggish 
in  answering  their  questionnaires,  the  zeal  with 
which  many  physicians  wanted  to  serve  their 
country  in  uniform  emerges  from  their  ques- 
tionnaire answers.  Eor  example,  a Charleston 
physician  complained  “that  I was  unjustly 
thrown  out  for  physical  disability....  I am  of  the 
opinion  that  I am  physically  able  to  do  more 
work  than  50%  of  medical  officers  of  any 
age.”"  Regretfully,  Dr.  Hines  did  not  live  to  see 
his  work  for  the  EPC  come  to  fruition.  After 
serving  as  Secretary  of  the  SCMA  for  30  years 
and  as  Editor  of  The  Journal  for  almost  as  long, 
he  died  in  November  1 94 1.  Dr.  Pressly  stepped 
into  the  leadership  role  of  the  EPC  for  the  dura- 
tion of  the  war,  and  Dr.  Joseph  I.  Waring  of 
Charleston  assumed  the  duties  of  Editor-In- 
Chief  of  The  Journal. 

The  bombing  of  Pearl  Harbor,  December  7, 

1 94 1,  dashed  any  remaining  hopes  for  staying 
out  of  the  war.  Preparations  continued  at  a 
fevered  pitch,  including  the  development  of 
numerous  military  facilities  and  hospitals 
throughout  the  state.  The  issue  of  which  physi- 
cians would  go  into  uniformed  service  and 
which  would  serve  at  home  had  to  be  settled.  In 
December  1 94 1,  Dr.  Julian  P.  Price  reported 
that  Presidential  order  had  established  “the  Pro- 
curement and  Assignment  Service  for  Physi- 
cians, Dentists,  and  Veterinarians  (PASPDV)” 
and  that  this  new  agency  would  “receive 
requests  from  various. . .agencies  requiring  pro- 
fessional personnel  and  to  fill  these  needs 
through  appropriate  means.  The  entire  program 
is  predicated  upon  volunteering  of  service....” 
The  PASPDV  planned  to  make  use  of  the  data 
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collected  via  the  EPC  queslionnaires  to  meet 
the  needs  of  both  the  armed  forces  and  the 
civilian  population  as  fairly  as  possible.  A copy 
of  the  enrollment  form  for  the  PASPDV  was 
also  included  in  The  Joimicil,  and  physicians 
were  told: 

By  enrolling  with  the  Procurement  and 
Assignment  Service  immediately,  all  physi- 
cians. but  particularly  those  under  45  years  of 
age.  insure  to  every  extent  possible  assign- 
ment to  the  type  of  service  for  which  they  are 
best  fitted.  They  avoid  thus  afso  the  possibili- 
ty of  unclassified  service  with  the  United 
States  Army. . ..’ 

Each  state  formed  a miniature  Procurement 
and  Assignment  Service  which  answered  to  the 
parent  PASVD  in  Washington,  D.C.  At  the 
July,  1942  AMA  Convention,  Drs.  Pressly, 
Price  and  Thomas  Pitts  attended  a meeting  of 
the  National  Proeurement  and  Assignment 
Committee  personnel.  Dr.  Priee  reported  that 
■‘the  general  situation  was  presented  and  then 
suggested  quotas  were  given  to  each  state  as  to 
the  number  of  physicians  to  be  secured  for  mil- 
itary service  for  the  remainder  of  this  year." 
The  success  of  South  Carolina's  effort  was  illu- 
minated by  Dr.  Price's  statement:  “According 
to  such  unofficial  figures  as  we  could  obtain 
South  Carolina  leads  all  states  in  the  percentage 
of  physicians  in  uniform,...”  Indeed,  by 
December  of  1942,  figures  were  available 
which  demonstrated  that  South  Carolina  met 
172  percent  of  its  quota  for  physicians  in  ser- 
vice. However.  Dr.  Price  also  reported  that 
There  are  a few — a paltry  few — who  have 
left  a black  mark  upon  an  otherwise  clean 
escutcheon.  They  are  all  under  37  years  of 
age.  they  have  been  declared  ‘available  for 
military  duty,’  they  have  been  offered  com- 
missions in  the  army  of  their  own  country — 
and  they  have  refused  to  do  aught  but  contin- 
ue their  daily  work.  To  the  call  of  duty,  patri- 
otism. love  of  country  they  have  turned  a deaf 
ear — and  they  continue  on  their  selfish 
paths.... It  is  our  fervent  hope — and  this  is 
stated  without  any  feeling  of  spite  or  ran- 
cor— that  these  men  will  be  waited  upon  by 
Seleetive  Service,  that  they  will  be  lifted  from 


civilian  life  and  that  they  will  be  put  in  the 
ranks  where  they  will  be  given  a view  of  this 
country  through  the  eyes  of  a marching  pri- 
vate.*' 

At  this  time.  Dr.  Pressly  and  the  PAS  were 
able  to  focus  on  the  home  front:  “The  next  and 
far  more  difficult  task  which  faces  Procurement 
and  Assignment  is  that  of  attempting  to  supply 
the  needs  of  various  local  communities  with 
medical  care."*'  Several  unsuccessful,  informal 
attempts  were  made  to  maintain  medical  cover- 
age in  rural  South  Carolina.  In  August  of  1943. 
Dr.  W.  A.  Smith.  President  of  SCMA. 
described  a plan  developed  with  the  SCMA 
Council  for  assuring  local  coverage  through  a 
cooperative  effort  with  the  State  Board  of 
Health.  Subsequent  clarifications  of  this  plan 
appear  in  The  Journal,  hut  the  implementation 
and  success  or  failure  of  the  plan  were  not  doc- 
umented. 

The  SCMA  attempted  to  help  community 
physicians  deal  with  some  of  their  recurring 
problems  during  the  war.  In  late  1942.  large 
display  posters  and  smaller  cards  entitled  “How 
to  Help  Your  Doctor,”  were  offered  for  sale  to 
the  doctors  by  the  SCMA.  The  cards,  intended 
for  distribution  to  patients,  urged  them  “to  help 
physicians  carry  this  load”  by  making  and 
keeping  office  appointments,  limiting  house 
calls  and  emergency  calls,  and  being  consider- 
ate of  physicians  in  the  context  of  strained  cir- 
cumstances.’' 

While  the  community  doctors  were  con- 
cerned with  maximizing  the  efficiency  of  their 
expanded  practices,  it  is  noteworthy  that  they 
did  not  intend  to  keep  their  new-found  patients 
after  the  war.*'  Organized  medicine  encouraged 
physicians  to  return  such  patients  to  their  previ- 
ous physicians  when  the  latter  came  back  from 
the  war.  Dr.  J.  R.  Sosnowski  relates  that  Dr. 
Henry  DeSaussure,  a Charleston  obstetrician, 
finding  it  unconscionable  to  profit  from  the 
sacrifice  of  those  in  uniform,  forwarded  the 
payment  he  received  to  the  patient's  usual  doc- 
tor or  that  doctor's  family."' 

Another  issue  physicians  at  home  had  to  deal 
with  was  rationing.  By  the  summer  of  1942 
there  was  a shortage  of  rubber  for  tires,  and 
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gasoline  was  being  rationed  through  the  use  of 
eoupons.  Dr.  J.  P.  Priee  noted  that  "the  needs  of 
the  physieian  are  reeognized  as  all  important 
and  his  demands  for  the  highest  of  priorities  are 
granted."  Priee  also  reminded  physicians  not  to 
abuse  this  privilege;  rather  "demands  for  gas 
and  tires  and  new  ears”  should  meet  "both  the 
letter  and  the  spirit  of  the  law."  Practicing  what 
he  preaehed.  Dr.  Price  traveled  to  the  1942 
AMA  meeting  in  Atlantic  City,  NJ,  by  bus: 
Every  physician  who  has  ever  advised — with 
nonehalance — his  patient  to  come  back  to  .see 
him  on  the  bus.  ought  to  take  sueh  a ride.  By 
the  time  we  left  Florenee  there  was  only 
standing  room,  and  when  we  left  Darlington 
even  that  was  a premium.  But  they  kept  on 
packing  them  in  and  had  passengers  every- 
where but  on  the  radiator  by  the  time  we  left 
Hailsville.^ 

In  addition  to  shortages  of  gasoline  and  rub- 
ber, physicians  were  often  foreed  to  improvise 
or  substitute  due  to  lack  of  imported  goods 
used  in  medicines,  treatments  and  diagnosis. 

While  South  Carolina's  private  physicians 
organized  for  war,  academicians  at  the  Medical 
College  of  the  State  of  South  Carolina 
(MCSSC)  dealt  with  the  inereased  demand  for 
graduates  and  the  decreased  availability  of 
instructors  and  supplies.  By  May  of  1941,  the 
Association  of  American  Medical  Colleges 
(AAMC)  was  urging  schools  to  increa.se  their 
enrollment  and  accelerate  the  graduation  of 
already  enrolled  students.  After  the  attack  on 
Pearl  Harbor.  MCSSC  initiated  a 12-month 
academic  year  beginning  with  the  1942  enter- 
ing class.'-  This  practice  continued  until  1946. 
In  1940  and  1941,  legislation  pas.sed  increasing 
the  freshman  class  size  to  50  then  60  from  the 
usual  42  to  44.  Dr.  Robert  Wilson,  Dean  of 
MCSSC,  was  concerned  about  this  plan 
because  of  the  possibility  of  jeopardizing  the 
school’s  accreditation,  but  reported  his  confi- 
dence that  “some  means  will  be  adopted 
toward  this  end  for  the  supply  of  physicians, 
br)th  for  the  fighting  forees  and  for  the  eare  of 
the  civilian  population....”'’ 

By  July  1943,  quotas  were  in  force  at 
MCSSC  directing  that  55  percent  of  all  gradu- 


ates were  future  Army  physicians,  25  percent 
Navy  physicians  and  20  percent  would  remain 
civilians.  Dr.  Wilson  informed  the  faculty  that 
“The  Army  and  Navy  has  not,  and  probably 
will  not,  interfere  with  the  class 
selections. . .these  quotas  will  be  filled  by  the 
Government  if  we  cannot  fill  them.  The  Gov- 
ernment is  depending  very  much  upon  the  col- 
leges for  selections."'’  The  freedom  of  the 
admissions  committee  to  choose  students,  and 
of  the  school  to  fill  the  military  quotas  was 
short-lived,  for  by  September  1943.  the  govern- 
ment's "dependence”  became  a contractual  obli- 
gation. Dr.  Wilson  told  the  Trustees  that,  “con- 
tracts with  the  Army  and  the  Navy  have  been 
negotiated.  That  the  military  has  not  interfered 
with  the  college  curriculum  in  anyway.”'’  The 
agreement  reached  between  the  MCSSC  and 
the  armed  forces  allowed  for  the  initiation  of 
the  Army  Specialized  Training  Program 
(ASTP)  and  the  Navy's  V-12  program  on  cam- 
pus. Students  were  selected  from  three  sources 
to  receive  medical  training:  ( I ) enlisted 
re.serves  (those  students  enrolled  in  premedical 
curriculums  at  approved  colleges  and  universi- 
ties, or  already  in  medical  school):  (2)  enlisted 
men  in  service;  and  (3)  civilians.  The  ASTP 
and  V-12  programs  allowed  for  the  enrollment 
of  soldiers  and  sailors  into  abbreviated  under- 
graduate premedical  training  programs  and 
then  medical  school.  Upon  receipt  of  their 
medical  degree,  these  graduates  were  commis- 
sioned in  the  Medical  Coips  of  their  branch  of 
service  and  placed  in  inactive  reserve  status 
while  they  completed  their  internships.  After 
nine  months  of  internship,  they  were  called  to 
active  duty. 

Selection  for  the  ASTP  and  V-12  programs 
became  an  issue  when  the  armed  forces  decid- 
ed to  eentralize  control  of  their  applicants. 
Regional  selection  boards,  and  not  college 
admission  committees,  would  determine  who 
would  attend  medical  schools  in  an  active  duty 
eapaeity  starting  with  the  class  entering  in 
1945.  Members  of  the  MCSSC  Board  of 
Trustees  were  not  plea.sed  by  this  action,  espe- 
cially since  “Northern  boys  through  their  sys- 
tem of  schooling  and  testing  are  skilled  in  the 
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practice  of  standing  examinations  and  tests, 
thus  coming  out  on  top,  crowding  oiir  Southern 
boys  aside. The  Board  of  Trustees  and  the 
Governor  continued  to  discuss  ways  of  circum- 
venting this  process  so  that  more  South  Car- 
olinians could  attend  MCSSC;  but,  fortunately, 
the  end  of  the  war  was  not  long  in  coming  with 
victory  over  Japan  in  August  of  1945,  and  the 
MCSSC  admissions  committee  resumed  their 
full  duties  without  ever  admitting  an  “entirely 
impersonal”  class. 

Conspicuously  absent  from  this  discussion  is 
the  active  duty  service  of  South  Carolina  physi- 
cians. News  items  published  in  The  Journal 
throughout  the  war  indicate  that  these  men 
served  with  distinction.  Regrettably,  some 
South  Carolina  doctors  spent  time  in  prisoner 
of  war  camps,  while  others  met  their  deaths  in 
combat.  The  stories  of  South  Carolina's  mili- 
tary doctors,  their  innovations  in  dealing  with 
shortages,  their  willingness  to  overcome  obsta- 
cles, and  their  self-sacrifice  in  aiding  their  fel- 
low soldiers  and  sailors  are  compelling,  but 
require  a separate  forum  to  do  them  justice. 

The  response  of  South  Carolina's  physicians 
to  World  War  II  was  remarkable.  The  early  fill- 
ing of  South  Carolina's  quota  of  physicians  in 
uniform  was  achievable  only  by  the  willingness 
of  her  physicians  to  volunteer  for  service.  That 
South  Carolina  maintained  medical  coverage 
throughout  the  state  is  testament  to  the  dedica- 
tion of  the  remaining  physicians  to  work  longer 
and  harder,  with  some  coming  out  of  retire- 
ment, and  others  relocating  to  needy  areas.  The 
guidance  of  South  Carolina's  medical  leader- 
ship set  the  framework  which  allowed  both  the 
above  issues  to  be  resolved.  This  leadership 
was  exceptional  because  there  was  no  prece- 
dent upon  which  to  draw  during  the  massive 
mobilization.  The  integrity,  character,  and  forti- 
tude demonstrated  during  their  period  of  great 
challenge  sets  a very  high  standard  for  present 
day  physicians  to  follow.  D 
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Oceanjront  Living  Like 
Nowhere  Else  in  the  World. 


I y n a lush  and  beautiful  area  just  south  of 
) y Charleston  lies  a private  island  called 
leremy  Cay... it  is  a place  of  history  and 
Southern  folklore,  where  dirt  roads  wind  lazily  among 
live  oaks,  palmettos,  and  tidal  lagoons,  past  some  of  the 
most  majestic  scenery  in  the  Southeast. 

To  say  that  leremy  Cay  offers  “oceanfront  living  like 
nowhere  else”  is  certainlv  no  cwerstatement;  it  is 
naturally  secluded  from  the  rest  of  the  world,  yet  only 

minutes  from  restaurants,  tennis,  and  golf  It  is  a place  for 
families  to  gather  - and  enjoy  together  the  creeks, 
marshes,  and  two  miles  of  private  beach  that  surround 
this  pristine  retreat.  It  offers  something  for  everyone. 

Come  discover  this  magnificent,  oceanfront  island  for 
yourself  Only  one  third  of  the  original  42  oceanfront  and 
creekside  homesites  remain. 

Call  or  write  for  information  and  a color  brochure. 


AT  EDINGSVILLE 


One  Jeremy  Cay 
Edisto  Island,  SC  29438 
1-800-475-1556 
The  Savage  Company 
Lawrence  a.  Savage,  b.i.c. 
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HIGHLIGHTS  OF  MAY  24  BOARD  OF  TRUSTEES  MEETINGS  • 


Responding  to  the  directive  of  the  House  of  Delegates 
at  its  April  1995  meeting,  the  Board  of  Trustees  was 
briefed  by  staff  on  possible  actions  concerning  Blue  Cross 
and  Blue  Shield  of  SC’s  attempt  to  insert  a “most  favored 
nation”  clause  into  the  PPC  contract.  The  board  discussed 
legal  and  administrative  measures  which  could  be  taken 
at  both  the  state  and  federal  level. 

The  board  was  also  briefed  on  the  status  of  negotiations 
between  SCMA  and  the  SC  Department  of  Highways  and 


Transportation  concerning  widening  of  the  frontage  road 
and  relocation  of  the  entrance  ramps  to  highway  1-26  imme- 
diately in  front  of  SCMA  Headquarters  in  Columbia. 

The  House  of  Delegates  also  directed  SCMA  staff  to  pro- 
vide periodic  updates  on  the  status  of  managed  care 
growth  in  South  Carolina.  Be  sure  to  see  information  con- 
cerning managed  care  developments  which  appears  on 
page  3.  Such  information  items  will  appear  in  this 
newsletter  periodically.  □ 


MEDICARE  UPDATE 


The  June,  1995  Medicare  Advisory  has  been  mailed. 
Please  review  this  Advisory  carefully. 

Care  Plan  Oversight  Services:  HCFA  recently  clarified 
care  plan  oversight  services  as  follows: 

The  patient’s  attending  physician  is  expected  to  provide 
this  service  personally,  and  the  “incident  to”  provisions 
do  not  apply  to  care  plan  oversight  services.  Nurse  prac- 
titioners and  physician  assistants  are  precluded  from 
billing  for  care  plan  oversight  services.  As  such,  only  a 
doctor  of  medicine,  osteopathy  or  podiatric  medicine  is 
qualified  to  perform  the  required  care  plan  oversight  ser- 
vices that  are  billed  as  CPT  code  99375. 

Direct  involvement  by  a physician  in  performing  care 
plan  oversight  services  is  required  because  of  the  level 
of  medical  judgement  that  is  needed  to  deal  with  the  type 
of  home  health  or  hospice  patient  who  requires  complex 
or  multi-disciplinary  care  modalities. 


Laser-Assisted  Uvulopalatoplastv:  Medicare  has  dis- 
covered that  some  providers  are  billing  CPT  codes  42145 
(Palatopharyngoplasty)  or  42 1 60  (Destruction  of  lesion, 
palate  or  uvula)  to  report  laser  surgery  to  cure  snoring  or 
obstructive  sleep  apnea.  This  procedure  is  not  medically 
necessary  and  should  not  be  filed  with  these  procedure 
codes.  Qaims  filed  for  laser  surgery  to  cure  snoring  or 
sleep  apnea  will  be  denied. 

Stress  Test  and  Echocardiography:  Effective  May  1, 
1995,  Medicare  will  allow  a separate  payment  for  CPT 
codes  93015-93018  (Cardiovascular  stress  test...)  when 
filed  with  CPT  code  93350  (Echocardiography,  real 
time...).  Medicare  will  continue  to  deny  CPT  codes 
93000-93010  (Electrocardiogram...)  and  99354-99360 
(Prolonged  physician  service.. .&  Physician  standby  ser- 
vice...) as  included  in  the  reimbursement  for  the  echocar- 
diography. 

ICD-9  Update:  Please  remember  to  choose  a five-digit 
code  if  one  is  available.  Your  claim  may  be  denied  if  the 
diagnosis  is  not  coded  to  the  highest  level  specified.  □ 


MEDICAID  UPDATE 


Ophthalmology  Update:  ElTectiveJunc  1, 1995,  routine 
ophthalmoscopy  (direct  or  indirect)  is  a part  of  general 
and  specific  ophthalmologic  services,  whenever  indi- 
cated. It  should  not  be  reported  separately. 

Extended  ophthalmoscopy  (92225, 92226)  may  be  billed 
in  addition  to  an  ophthalmological  exam  or  an  E/M  ser- 
vice procedure  code.  If  medically  necessary,  this  code 
may  be  billed  one  time,  per  eye,  per  date  of  service.  Pro- 
cedure codes  92283  and  92284  are  non-covered  effec- 
tive June  1,  1995. 


A bulletin  will  be  forthcoming  to  reflect  the  codes  which 
have  been  adjusted  to  comply  with  the  70  percent  Med- 
icaid rate  of  the  Medicare  fee  schedule. 

Out-of-state  Services:  With  the  summer  season  rapid- 
ly approaching,  the  Finance  Commission  would  like  to 
remind  providers  that  out-of-state  services  (any  services 
provided  beyond  the  25  mile  radius  of  the  South  Carolina 
border),  are  non-covered  unless  they  are  performed  on 
an  emergency  basis  or  are  prior  approved  before  the  ser- 
vice is  rendered.  □ 


WORKSHOP  CALENDAR 

Appealing  Unfair  Payments 

In  this  half-day  program  presented  by  Practice  Performance  Seminars,  participants  will  review 
the  reasons  for  inadequate  payments  from  Medicare  and  insurance  carriers,  as  well  as  the  tac- 
tics you  can  use  to  increase  your  payments  or  successfully  appeal  a non-payment.  (Member  tuition; 
$125.00) 


Dates  & Locations:  August  16, 1995  - Columbia  - Sheraton  Hotel  and  Conference  Center 
Two  sessions:  9:00  am  - 12:00  noon  or  1 :30  pm  - 4:30  pm 

Effective  Collection  Strategies 

In  this  one-day  seminar  presented  by  IC  System,  Inc.,  participants  will  learn  how  to  collect  professionally  as  a patient 
advocate,  using  techniques  uniquely  different  from  those  employed  by  collection  agencies  and  other  third  party  col- 
lectors. Participants  will  learn  how  to  establish  a written  collections  policy  and  to  maximize  the  effectiveness  of  your 
correspondence,  as  well  as  how  to  keep  accounts  from  becoming  delinquent  in  the  first  place.  (Member  tuition:  $150.00) 

Dates  & Locations:  September  13,  1995  - Columbia  - Sheraton  Hotel  & Conference  Center 


For  more  information  about  these  or  other  workshops  or  to  register,  please  call  Ginny  Comer,  extension  253,  798- 
6207  in  Columbia  or  1-800-327-1021  statewide.  □ 


PHYSICIANS  CARE  NETWORK  UPDATE 

Since  the  last  PCN  Update,  the  Greenville  Hospital  System,  HealthSouth  Rehabilitation  Hospital  in 
Florence,  and  McLeod  Regional  Medical  Center  in  Florence  have  Joined  the  network  as  new 
providers. 
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MANAGED  CARE  UPDATE 


PENDING  HMO  LICENSES  IN  SC 

I 

I • Aetna  Health  Plans  of  the  Carolinas  has  filed  for  two  South  Carolina  counties  adjacent  to  Charlotte. 

: • Coventry  Corporation,  headquartered  in  Nashville,  Tennessee  expects  to  have  its  HMO  operational  before 
\ the  end  of  1995. 

I 

! 

I • Kaiser  anticipates  approval  by  mid-year  to  operate  in  York,  Lancaster,  Chester,  and  Cherokee  counties. 

j • Partners  National  Health  Plan,  a Winston-Salem,  North  Carolina  headquartered  plan,  filed  for  licensure  in 
j November  1994  to  include  a five-county  area  near  Charlotte  and  an  upstate  area  to  include  Rock  Hill, 
! Spartanburg,  and  Greenville.  Partners  expects  to  be  operational  this  month  or  by  July  with  an  IPA  style  plan. 

I • US  Healthcare,  headquartered  in  Blue  Bell,  Pennsylvania,  recently  licensed  in  Georgia,  has  developed  an 
1 HMO  presence  in  the  southeast. 


j PPO  PRODUCT  OFFERED  FOR  UNINSURED 

i 

I 

i American  Medical  Security  began  offering  an  insured  PPO  product  in  York  County  and  two  adjacent  South 
I Carolina  counties  in  mid-February  for  previously  uninsured  individuals  and  employer  groups.  A steeply 
discounted  fee  structure  was  negotiated  with  Piedmont  Hospital  and  area  physicians.  The  product,  named  Access 
to  Health  Care,  is  offered  through  the  MedCost  Preferred  PPO  in  South  Carolina. 


SOUTH  CAROLINA  HOSPITAL  NETWORKS 

Carolina  Health  Choice  Network  contracted  with  Blue  Cross  Blue  Shield  of  SC  in  spring  1994  to  be  part  of  the 
Blue  Choice  product,  a network  option  with  the  broader  Preferred  Personal  Care  PPO  network.  With  the  addition 
of  Clarendon  County  Hospital  and  The  Regional  Medical  Center  of  Orangeburg,  Carolina  Health  Choice  has 
grown  to  nine  hospitals.  One  of  their  hospitals,  Richland  Memorial,  has  begun  acquiring  primary  care  physician 
practices.  Four  practices  involving  12  physicians  have  been  secured  as  of  late  March. 

Premier  Health  System,  a for-profit  50-50  joint  venture  of  Baptist  and  Providence  Hospitals,  now  has  eight 
I iparticipating  hospitals  and  555  contracted  physicians  and  is  beginning  to  market  a PPO  product.  Premier  is 
jexpected  to  contract  with  additional  hospitals  to  create  a statewide  system. 


(Excerpts  reprinted  with  permission  from  Carolina  Managed  Care) 
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PUBLICATIONS/VIDEOTAPES  AVAILABLE 


The  Alzheimer's  Disease  Education  and  Referral  Cen- 
ter has  announced  the  availability  of  a publication, 
“Alzheimer's  Disease  and  Related  Dementias:  Legal 
Issues  in  Care  and  Treatment,  1994.”  This  special  report 
to  Congress  focuses  attention  on  legal  issues  affecting 
people  with  Alzheimer's  disease,  their  families,  health 
care  professionals  and  society.  This  report  contains  pub- 
lic policy  recommendations  for  resolving  problems  in 
legal  competency  judgments  in  cases  of  probable 
Alzheimer's  disease  and  other  related  dementias. 

For  a free  copy  of  this  publication,  call  Fran  Gillen  at 
800-438-4380. 

The  SCMA  Risk  Management  Committee  has  a new 
videotape  available  on  loan,  “Risk  Factors  in  Medical 
Practice:  Office  Staff  Communications."  This  AMA  pub- 


lication was  designed  to  help  physicians  evaluate  and 
improve  their  interactions  with  patients,  other  physicians 
and  other  staff  members. 

To  borrow  this  videotape  and  an  accompanying  work- 
book, callJoyDrennen  at  extension  23 3, 1-800-327-1021 
statewide  or  798-6207  in  Columbia. 

Also,  still  available  are  copies  of  the  SCMA  Risk  Man- 
agement Committee  videotape  entitled,  “Patients  are  Peo- 
ple, Too.”  This  videotape  was  produced  at  Spartanburg 
Regional  Medical  Center  and  is  narrated  by  Spartanburg 
physician,  William  James,  MD.  Two  versions,  one  in  a 
clinic  setting,  and  one  in  an  office  setting,  are  on  hand. 
To  borrow  a tape,  call  Joy  Drennen  at  the  number  above 
and  ask  for  the  version  you  prefer.  □ 


1996  ANNUAL  MEETING 

SCMA  staff  is  already  receiving  inquiries 
regarding  the  dates  of  the  1996  Annual 
Meeting.  For  your  information,  it  will  be  held 
again  In  Charleston  at  the  Omni  Hotel,  April 
25-28. 

Reserve  these  dates  now. 


CLIA  REMINDER  ; 

Ways  and  Means  Chair  Bill  Archer  has  introduced  H.R. 
1386  on  behalf  of  MGMA,  AMA  and  several  medical 
specialty  societies.  The  legislation  would  largely  exempt 
physician  offices  from  CLIA  regulation.  Please  write 
your  elected  officials  today  in  support  of  this  bill.  Please 
copy  Congressman  Archer  on  all  of  your  correspon- 
dence : Bill  Archer,  Chair,  House  Ways  and  M eans  Com- 
mittee, Longworth  House  Office  Building,  Room  1102, 
Washington,  DC  20515.  Write  on  behalf  of  your  group  ! 

and  have  individual  members  of  your  group  write  as  | 
well.  A strong  display  of  support  is  very  important.  i 


i 
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BE  AN  AIR  FORCE 
PHYSICIAN. 


Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  and  benefits 
you  enjoy  as  an  Air  Force  professional, 
along  with: 

• 30  days  vacation  with  pay  per  year 

• Dedicated,  professional  staff 

• Non-contributing  retirement  plan  if 
qualified 

Today’s  Air  Force  offers  the  medical  envi- 
ronment you  seek.  Find  out  how  to  quali- 
fy. Call  tISAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


The  Black  Bag 

by 

Robert  E.  Holman,  M.  D. 

Paperback  - 1 8 1 pages 

A collection  of  stories,  observations  and  coments  of  a 
country  doctor  during  his  36  years  as  a family  physician. 


Book 

$15.00 

SC  Tax 

.75 

S&H 

2.00 

Total 

$17.75 

Contact:  Bob  Holman,  M.  D. 
PO  Box  340 
Elloree,  SC  29407 


June  1995 
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PRINCIPLE-CENTERED  CHANGE 

Nothing  is  permanent  hut  eluint>e. 

— Hcracliliis  (circa  500  B.C.) 

Viese  are  my  polities:  to  ehanye  what  we  ean;  to  better  what  we  ean;  hat  still  to  hear  in  mind  that 
man  is  hut  a devil  weakly  fettered  hy  some  ge)ieroiis  beliefs  and  impositions.  . . 

— Robert  Louis  Stevenson  ( 1885) 

Change  is  the  law  of  life.  And  those  who  look  only  to  the  past  or  the  present  are  eertain  to  miss  the 

future. 

— John  F.  Kennedy  ( 1963) 


This  year  s Annual  Meeting  seemed  to  be 
characterized  by  ealmness,  good  feelings,  and  a 
sense  of  unity  in  the  medical  profession.  How- 
ever, we  heard  that  when  managed  care  eomes 
to  South  Carolina  in  full  foree,  it  is  likely  to 
sweep  the  state  like  a tornado.  We  heard  mur- 
murings  about  a possible  physician  suiplus.  We 
heard  that  “physieians  have  never  learned  that 
when  it  comes  time  to  draw  the  wagons,  you 
are  supposed  to  shoot  out.”  Yet  we  heard  that 
the  medieal  profession  will  indeed  survive 
because  of  our  ethics  and  professionalism. 

Although  change  is  indisputably  the  law  of 
life,  it  has  been  said  that  the  only  people  who 
weleome  it  are  babies  with  wet  diapers.  Change 
rips  us  from  our  eomfort  zones.  Change  is 
threatening,  stressful.  All  ehange  is  loss,  forc- 
ing us  to  go  through  a grief  cycle  (or  erisis/tran- 
sition  sequence).  The  four  steps  are  as  follows: 

• Impact:  We  are  in  shock,  and  do  not  know 
whether  to  fight  or  fiee.  We  are  numb,  dis- 
oriented, searching  for  something  lost.  We 
pine  for  “the  good  old  days.” 

• Reeoil:  We  are  angry  and  depressed.  Our 
self-esteem  is  severely  threatened,  and  we 
may  feel  shamed  or  guilty.  We  do  not  know 
whieh  way  to  turn.  We  feel  detached  from 
our  environment.  We  scan  the  horizon,  per- 
plexed. 

• Adjustment:  We  begin  to  aecept  the 


inevitable.  We  clear  our  minds,  searching  lor 
new  structures.  Our  ability  to  focus  begins  to 
return. 

• Reeonstruetion:  We  are  now  engaged  in 
active,  goal-directed  problem-solving.  Small 
successes  restore  our  damaged  self-esteem. 
We  acquire  new  abilities.  We  begin  to  reat- 
tach to  our  surroundings,  testing  the  new 
environment. 

Our  most  important  challenge,  I believe,  is  that 
we  must  work  through  these  steps  eolleetively 
rather  than  individually  to  the  greatest  possible 
extent.  For  the  new  threats  to  our  identity  are 
sure  to  test  (if  they  have  not  already  tested) 
whether  we  truly  are  a unified  profession  capa- 
ble of  giving  top  priority  to  the  public  interest. 

James  O'Toole,  in  his  recent  book.  Leading 
Change,  argues  that  change  is  best  led  by  those 
who  consistently  combine  principles  with  prag- 
matism.' He  submits  that  the  common  denomi- 
nator of  the  four  presidents  whose  heads  are 
carved  into  Mt.  Rushmore  (Washington,  Jeffer- 
son, Lincoln,  and  Theodore  Roosevelt)  was 
values-hased  leadership.  They  were  men  of 
character.  Yet  what  is  this  commodity  that  we 
call  “character?”  My  survey  of  the  literature  on 
this  and  related  subjects  leads  me  to  conclude 
that  the  essence  of  character  is  having  goals 
and  actions  firmly  rooted  in  benevolent  princi- 
ples. Saying  one  thing  and  doing  another  never 
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rellccts  character.  Subniilting  aimlessly  to  the 
prevailing  winds  never  reflects  character. 
Although  it  perhaps  arguable  whether  character 
can  be  taught.  1 believe  that  the  best  prescrip- 
tion is  threefold:  ( 1 ) to  have  written  principles 
that  are  consistent  with  society’s  highest  values 
and  priorities;  (2)  to  have  written  goals  that  are 
entirely  consistent  with  these  principles;  and 
to  give  top  priority  to  those  actions  that  will 
move  us  eloser  to  these  goals.  Character,  in 
short,  is  congruity  (Figure). 

In  these  uncertain  times,  we  should  therefore 
search  for  high  principles  and  worthy  goals. 
Our  principles  are  hardly  secret;  you’ll  find 
them  at  Just  about  any  forum  sponsored  by 
organized  medicine.  Like  others,  1 was  deeply 
impressed  by  this  remark  in  Dr.  Stoney  Aber- 
crombie's non-denominational  worship  .service 
at  this  year’s  Annual  Meeting;  “If  a doctor’s 
life  is  not  a divine  vocation,  then  no  life  is  a 
vocation  and  nothing  is  divine.”  Our  goals 
should  be  determined  through  active  participa- 
tion and  dialogue.  Dr.  Donald  Berwiek,  presi- 
dent and  chief  executive  officer  of  the  Institute 
for  Healthcare  Improvement,  recently  proposed 
five  ways  by  which  we  might  improve 
medieine  of  which  the  last  was  that  we  should 
compete  against  disease,  not  against  each 
other: 

The  enemy  is  disease.  The  competition  that 
matters  is  against  ill  health.  The  purpose  is 
healing.  On  my  drive  to  work  I see  billbord 
after  billbord  with  silly  rhymes  urging  me  to 
Join  one  HMO  or  another. ...  Every  dollar  of  it 
is  wasted....  1 propose  that  we  aim  where  it 
matters.  Pressure  sores  are  the  enemy.  Stop 
them.  En'ors  in  drug  use  are  the  enemy.  Stop 


Figure.  Character  as  congruity  between  principles, 
actions,  and  goals  (see  text). 


them.  Eragmentation  is  the  enemy....  Stop  it. 
If  we  cannot  work  together  on  improvements 
that  matter  to  the  people  who  call  upon  us  for 
help,  then  I reject  your  restructuring,  1 dismiss 
your  mergers,  I doubt  your  integrated  sys- 
tem.... 1 have  heard  it  said  by  cynics  that  the 
quality  of  health  care  would  be  far  better  and 
the  hazards  far  less  if  doctors,  like  pilots,  were 
passengers  in  their  own  aiiplanes.  We  are.’ 

In  ehange,  there  is  opportunity.  Let  us  there- 
fore work  together! 


— CSB 


rkfp:rencks 

1.  O'Toole  J;  Values-based  Leadership  (San  Francisco: 
Jossey-Bass,  Inc..  1995). 

2.  Berwick  D:  Quali(y  comes  Home.  Quali(y  Connection 
4:1-4,  Winter.  1995. 
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(jiu'st  editorials  irflcct  the  opinions  of  the  authors  and  do  not  neeessardy  represent  the 
opiidons  of  the  officers  and  trustees  of  the  South  Carolina  Medical  Association. 

— CSB 


ADOLESCENT  VARIOCOCELE:  CAREFUL  EXAMINATION 
CONSIDERATIONS 


The  15  percent  incidence  ol'  adult 
varioet)cele  in  tlie  general  male  population, 
and  its  potential  inlluenee  on  fertility  and 
semen  quality  is  rather  common  knowledge. 
A recent  summation  of  the  larger  series  in  the 
world  literature  shows  a mean  percent  of  16.2 
percent  in  21,878  boys  from  ages  10  to  25. 

At  the  annual  meeting  of  the  Society  of 
Pediatric  Urology  in  San  Francisco  in  1994, 
which  1 attended,  a symposium  on  the 
adolescent  varioeocele  was  presented.  The 
conclusions  were  that  the  adolescent 
varioeocele  can  be  very  significant  and,  in 
certain  cases,  worthy  of  correction  in  order  to 
try  to  preserve  maximum  fertility. 

This  time  of  year,  many  physical 
examinations  on  boys  will  be  performed  for 
camp,  school  and  athletic  participation.  As 
those  physicals  are  accomplished,  it  is  my 


plea  that  those  performing  the  exam  keep  a 
high  index  of  suspicion  for  the  left-sided 
varioeocele. 

The  varioeocele  presents  as  a rather  typical 
“bag  of  worms"  in  the  left  scrotal 
compartment.  If  a varicocele  is  present,  the 
left  testis  soft  rather  than  firm,  and  if  the  left 
testis  is  1-2  cm  smaller  than  the  right  testis, 
referral  to  a urologist  would  be  indicated.  If 
confirmed,  the  urologist  will  most  likely 
order  ultrasound  volume  measurement  of  the 
testes.  A 2 cnT  difference  is  significant  and 
should  serve  as  the  minimal  requirement  for 
surgical  repair  of  the  varioeocele. 

Fletcher  C.  Derrick,  Jr.,  M.  D.,  F.  A.  C.  S. 

1565  Sam  Rittenberg  Blvd. 

Charleston,  SC  29407 
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PHYSICIAN  REC0(;NH  I()N  awards 

The  following  SCMA  physicians  ai 

■e  recent  recipients  of  the  AMA’s  Physician  Recognition 

Award.  This  award  is  official  documentation  of  Continuing  Medical  Education  hours  earned. 

William  J.  Bannen,  M.  D. 

Michael  J.  Malone,  M.  D. 

Naseeb  B.  Baroody.  M.  D. 

Baxter  F.  McLendon.  M.  D. 

Walter  B.  Blum.  M.  D. 

Satish  M.  Prabhu.  M.  D. 

Howard  R.  Bromley.  M.  D. 

Lee  J.  Saindon.  M.  D. 

William  C.  Campbell.  M.  D. 

Robert  G.  Schwartz.  M.  D. 

Cindy  S.  Dieringer.  M.  D. 

Gregory  E.  Smith,  M.  D. 

Terry  L.  Dodge.  M.  D. 

Harichand  Thourani,  M.  D. 

Roy  J.  Ellison.  M.  D. 

Richard  W.  Vail.  M.  D. 

Hoke  E.  Henderson,  M.  D. 

William  E.  Wheeler.  M.  D. 

Charles  W.  Hinnant,  M.  D. 

Steven  K.  White.  M.  D. 

Jack  F.  Johnson.  M.  D. 

Woodrow  B.  Williams.  M.  D. 

Raymond  Kaplan,  M.  D. 

THE  ARMY  RESERVE  OFFERS  UNIQUE  AND 
REWARDING  EXPERIENCES. 

As  a medical  officer  in  the  Army  Reserve  you  will  be  offered  a 
variety  of  challenges  and  rewards.  You  will  also  have  a unique 
array  of  advantages  that  will  add  a new  dimension  to  your 
civilian  career,  such  as: 

• special  training  programs 

• advanced  casualty  care 

• advanced  trauma  life  support 

• flight  medicine 

• continuing  medical  education  programs  and  conferences 

• physician  networking 

• attractive  retirement  benefits 

• change  of  pace 

It  could  be  to  your  advantage  to  find  out  how  well  the  Army 
Reserve  will  treat  you  for  a small  amount  of  your  time.  An  Army 
Reserve  Medical  Counselor  can  tell  you  more,  call  collect : 

(803)  741-1856 

ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE! 
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KKNNK  I H MKRRILL  LYNCH,  M.  I).,  1887-1974 
PRES1DP:NT,  SCMA,  1931 


Kenneth  Lyneh  was  bom  on  November  27, 
1887,  and  reared  on  a eallle  raneh  in  Hamilton 
County,  Texas.  He  received  his  education  in  liis 
native  state,  earning  his  M.  D.  degree  from  the 
University  of  Texas  in  1910.  After  further  train- 
ing in  Philadelphia,  Dr.  Lyneh  was  called  to  be 
the  first  full-time  faculty  member  of  the  newly 
restructured  Medical  College  of  the  State  of 
South  Carolina.  He  began  his  tenure  in  1913  as 
Professor  of  Pathology.  Except  for  a five-year 
period  of  practice  in  Texas,  he  devoted  the 
remainder  of  his  life  to  the  Medical  College, 
serving  as  Vice  Dean,  Dean,  and  President, 
retiring  in  I960  with  the  title  of  Professor 
Emeritus  of  Pathology  and  Chancellor. 

Dr.  Lynch  was  an  active  researcher  even 
before  the  days  of  large  research  grants,  pub- 
lishing more  than  118  papers  in  medical  and 
scientific  journals.  He  was  a pioneer  investiga- 
tor of  industrial  diseases  of  the  chest,  particu- 
larly asbestosis.  With  W.  Atmar  Smith,  he  pub- 
lished the  first  recorded  case  of  cancer  of  the 
lung  associated  with  asbestosis. 

In  South  Carolina  Dr.  Lynch  is  perhaps  best 
remembered  for  his  “master  plan  of  expansion” 


at  the  medical  school — “launching  the  Medical 
College  into  the  20th  century,  transforming 
medical  education  in  South  Carolina  from  a 
proprietary,  inbred,  provincial  system  of 
.schooling  into  a regional  medical  center  whose 
innucnce  would  spread  beyond  the  borders  of 
South  Carolina.”  The  master  plan  encompassed 
many  areas:  reorganization  and  increase  of  full- 
time faculty,  revision  of  curricula,  establishing 
schools  of  dentistry  and  graduate  studies,  and 
the  construction  of  numerous  buildings  on 
campus.  The  most  visible  and  perhaps  the  most 
far  reaching  accomplishment  was  the  opening 
in  1955  of  the  Medical  College  Hospital. 

In  his  personal  life.  Lynch  was  an  ardent 
hunter,  an  avid  gardener,  a gracious  host,  and  a 
breeder  of  wild  turkeys.  It  is  said  that  “...he 
could  ehami  a rattlesnake  out  of  a tree.” 

Dr.  Lyneh  died  November  29,  1 974,  two  days 
after  his  87th  birthday,  “thus  ending  the  career 
of  one  of  the  most  influential  medical  educators 
in  the  Southeast  of  this  century.” 

Betty  Newsom 

The  Waring  Historical  Library 


280 


The  Journal  of  the  South  Carolina  Medical  Association 


Third  Quarter 
1995 
Calendar 


Continuing 

Medical 

Education 


James  L.  Haynes,  M.  D.,  Chairman 


Published  by  the  SCMA  Committee  on  Continuing  Medical  Education 

Post  Office  Box  11188,  Coluijibia,  SC  29211 


Note:  CME  activities  in  neighboring  states  are  listed  when  space  pennits. 


JULY 


londay-Saturday  July  3-8, 1995 

[yrtle  Beach,  SC,  Kingston  Plantation  Radisson 
esort 

'id-Summer  Family  Practice  Digest 
^NSOR:  SC  Academy  of  Family  Physicians 
ONTACT:  Diane  Gajowski,  (803)  781-6467 
ME  CREDITS:  34  AAFP  Prescribed  Hours 

Wednesday  July  5, 1995 

olumbia,  SC,  James  F.  Byrnes  Center  for  Geriatric 
Medicine,  Education  and  Research 
^search  Conference 

^NSOR:  James  F.  Byrnes  Center  for  Geriatric  Medi- 
:ine.  Education  and  Research 
DNTACT:  JoAnn  Watts,  (803)  734-0812 
VCULTY:  Carlton  A.  Homung,  PhD,  MPH 
VIE  CREDITS:  1 Hour,  AM  A Category  1 

onday- Wednesday  July  10-12, 1995 

;a  Island,  G A 

h Annual  Update  in  Gynecology 

MDNSOR:  Medical  College  of  Georgia  School  of 

Medicine 

DNTACT:  Katrinka  Akeson,  (706)  721-3967 
ME  CREDITS:  16  Hours,  AMA  Category  1;  16  Cog- 
lates  by  ACOG 


Wednesday-Friday  July  12-14, 1995 

Sea  Island,  GA 

15th  Annual  Clinical  Obstetrics 
SPONSOR:  Medical  College  of  Georgia  School  of 
Medicine 

CONTACT:  Katrinka  Akeson,  (706)  721-3967 
CME  CREDITS:  16  Hours,  AMA  Category  1;  16  Cog- 
nates by  ACOG 

Wednesday-Saturday  July  12-15, 1995 

Hilton  Head  Island,  SC,  Sea  Pines  Resort  Conference 
Center 

Internal  Medicine  Update 
SPONSOR:  SC  Academy  of  Family  Physicians 
CONTACT:  George  M.  Converse,  MD,  (205)  783-5276 
CME  CREDITS:  17.25  AAFP  Prescribed  Hours 

Saturday-Sunday  July  15-16, 1995 

Columbia,  SC,  National  Guard  Armory 
Advance  Life  Support  in  Obstetrics 
SPONSOR:  SC  Academy  of  Family  Physicians 
CONTACT:  Sandi  Owens,  (803)  227-4869 
CME  CREDITS:  12.5  AAFP  Prescribed  Hours 

Thursday-Saturday  July  20-22, 1995 

Myrtle  Beach,  SC,  Myrtle  Beach  Hilton 
SC  AFP  Family  Practice  Weekend 
SPONSOR:  SC  Academy  of  Family  Physicians 
CONTACT:  Paquita  P.  Turner,  (803)  984-7237 
CME  CREDITS:  12  AAFP  Prescribed  Hours 


'ednesday  July  12, 1995 

olumbia,  SC,  James  F.  Byrnes  Center  for  Geriatric 
Medicine,  Education  and  Research 
rand  Rounds  - Anemia  in  the  Elderly 
^ONSOR:  James  F.  Byrnes  Center  for  Geriatric  Medi- 
:ine.  Education  and  Research 
DNTACT:  JoAnn  Watts,  (803)  734-0812 
VCULTY:  Rosemary  Lambert-Falls,  MD 
ME  (CREDITS:  1 Hour,  AMA  Category  1 


Monday- Wednesday  July  24-26, 1995 

St.  Simons  Island,  GA 
18th  Annual  Pediatric  Update 
SPONSOR:  Medical  College  of  Georgia  School  of 
Medicine 

CONTACT:  Katrinka  Akeson,  (706)  721-3967 
CME  CREDITS:  14  Hours,  AMA  Category  1 


AUGUST 


Monday-Wednesday  July  24-26, 1995 

Sea  Island,  GA 
General  Surgery  Update 
SPONSOR;  Southern  Medical  Association 
CONTACT:  1-800-423-4992 

Monday-Thursday  July  24-27, 1995 

Kiawah  Island,  SC,  Kiawah  Island  Resort 
Focus  on  the  Female  Patient 
SPONSOR:  SC  Academy  of  Family  Physicians 
CONTACT:  Shelia  Gonseth,  (803)  945-1840 
CME  CREDITS:  18  AAFP  Prescribed  Hours 


Wednesday  August  2, 1995 

Columbia,  SC,  James  F.  Byrnes  Center  for  Geriatric’t 
Medicine,  Education  and  Research 
Research  Conference 

SPONSOR:  James  F.  Byrnes  Center  for  Geriatric  Medi-J 
cine.  Education  and  Research 
CONTACT:  Jo  Ann  Watts,  (803)  734-0812 
FACULTY:  Carlton  A.  Homung,  PhD,  MPH 
CME  CREDITS:  1 Hour,  AMA  Category  1 


Wednesday  July  26, 1995 

Columbia,  SC,  James  F.  Byrnes  Center  for  Geriatric 
Medicine,  Education  and  Research 
Journal  Club 

SPONSOR;  James  F.  Byrnes  Center  for  Geriatric  Medi- 
cine, Education  and  Research 
CONTACT:  Jo  Ann  Watts,  (803)  734-0812 
CME  CREDITS:  1 Hour,  AMA  Category  1 

Friday-Sunday  July  28-30, 1995 

Kiawah  Island,  SC,  Kiawah  Island  Resort 
Focus  on  the  Male  Patient 
SPONSOR;  SC  Academy  of  Family  Physicians 
CONTACT:  MicheUe  Williamson,  (803)  945-1840 
CME  CREDITS:  13  AAFP  Prescribed  Hours 

Friday-Sunday  July  28-30, 1995 

Jeckyll  Island,  GA 
Gastroenterolgoy  Update 
SPONSOR:  Southern  Medical  Association 
CONTACT:  1-800-423-4992 

Monday-Wednesday  July  31-August  2, 1995 

Sea  Island,  GA 

ENT for  Primary  Care 

SPONSOR:  Southern  Medical  Association 

CONTACT:  1-800-423-4992 

Monday-Friday  July  31-August  4, 1995 

Columbia,  SC,  Richland  Memorial  Hospital 
Primary  Training  in  Hyperbaric  Medicine 
SPONSOR:  use  School  of  Medicine 
DESCTRIPTION:  A comprehensive  introduction  to  the 
role  of  hyperbaric  oxygen  therapy  in  modem  medical 
practice. 

TYPE  OF  AUDIENCE;  Physicians,  therapists,  technolo- 
gists, and  nurses  involved  in  hyperbaric  oxygen  therapy 
CONTACT:  Susan  Pearson,  (803)  434-4211 
FAX:  434-4288 

PROGRAM  FEE:  $650  for  physicians  and  dentists 
FACULTY:  Dick  Clarke  and  Robert  L.  Bartlett,  MD 
CME  CREDITS:  40  Hours,  AMA  Category  1 


Thursday-Sunday  August  3-6, 1995  ! 

Litchfield  by  the  Sea,  SC 

Primary  Care  1995  ' 

SPONSOR:  SC  Academy  of  Family  Physicians 
CONTACT:  Nan  Major,  (803)  327-4502 
CME  CREDITS;  16.25  Prescribed  Hours 

FViday-Sunday  August  4-6, 1995  | 

Sea  Island,  GA 

Pediatric  & Adolescent  Medicine 

SPONSOR:  Southern  Medical  Association  i 

CONTACT:  1-800-423-4992  i 

Wednesday  August  9, 1995 

Columbia,  SC,  James  F.  Byrnes  Center  for  Geriatric  i 
Medicine,  Education  and  Research  I 

Grand  Rounds  - Chronic  Pain  Management  I 

SPONSOR:  James  F.  Byrnes  Center  for  Geriatric  Medi 
cine.  Education  and  Research 
CONTACT:  Jo  Ann  Watts,  (803)  734-0812 
FACULTY:  Iva  Chappell,  MD 
CME  CREDITS:  1 Hour,  AMA  Category  1 


Thursday-Saturday  August  10-12, 1995 

Sea  Island,  GA 

Neurology  for  the  Non-Neurologist 
SPONSOR:  Medical  College  of  Georgia  School  of 
Medicine 

CONTACT:  Katrinka  Akeson,  (706)  721-3967 
CME  CREDITS:  15  Hours,  AMA  Category  1 


Saturday  August  12, 1995 

Atlanta,  GA,  Scottish  Rite  Children's  Medical  Cent§l|i 
Pediatric  Tools  of  the  Trade 
CONTACT;  Jane  Danish,  M.S.N.,  (404)  250-2937 
PROGRAM  FEE:  $75  for  physicians,  $45  other  allied 
health  professionals 
CME  CREDITS:  4 Hours 


3 


Sunday-Friday  August  13-18, 1995 

Sea  Island,  GA 

17th  Annual  Critical  Care  Medicine 


C 

11 


JONSOR:  Medical  College  of  Geoigia  School  of 
Medicine 

: INTACT:  Katrinka  Akeson,  (706)  721-3967 
ME  Credits:  22  Hours,  AM  A Category  1 

iturday-Wednesday  August  19-23, 1995 

ilk  Island,  G A 
Wep  Disorders 

JPNSOR:  Medical  College  of  Georgia  School  of 
|ledicine 

INTACT:  Katrinka  Akeson,  (706)  721-3967 
IilE  Credits:  25  Hours,  AM  A Category  1 

)^|dnesday  August  23, 1995 

^lumbia,  SC,  James  F.  Byrnes  Center  for  Geriatric 
ledicine.  Education  and  Research 
%rnal  Club 

||DNSOR:  James  F.  Byrnes  Center  for  Geriatric  Medi- 
ne.  Education  and  Research 
:'NTACT:  Jo  Ann  Watts,  (803)  734-0812 
iPULTY:  John  Egbert,  MD 

CREDITS:  1 Hour,  AM  A Category  1 

i 

Iay-Thursday  August  27-31, 1995 

leston,  SC,  Omni  Hotel 

t to  First  in  Cardiovascular  Health  - 2nd  Annual 
Hing  of  the  Consortium  of  Southeastern  Hyperten- 
i Centers 

4SOR:  Medical  University  of  South  Carolina 
IRIPTION:  This  course  is  designed  to  identify  fac- 
underlying  the  high  incidence  of  cardiovascular 
tality  in  the  Southeast  and  the  potential  solutions  to 
serious  regional  health  problem. 

I OF  AUDIENCE:  Primary  care  physicians 
TACT:  Odessa  Ussery,  (803)  792-4071 
jRAM  FEE:  $100  for  COSEHC  meeting;  $50  for 
Hite  conference  on  August  27 
JLTY:  Guest  faculty  and  MUSC  faculty 
CREDITS:  up  to  30  Hours,  AM  A Category  1 


SEPTEMBER 


^dnesday  September  6, 1995 

umbia,  SC,  James  F.  Byrnes  Center  for  Geriatric 
edicine,  Education  and  Research 
\earch  Conference 

NSOR:  James  F.  Byrnes  Center  for  Geriatric  Medi- 
ae, Education  and  Research 
:tpiTACT:  Jo  Ann  Watts,  (803)  734-0812 
!!!ULTY:  Carlton  A.  Homung,  PhD,  MPH 
;^E  CREDITS:  1 Hour,  AM  A Category  1 


lliesday-Saturday  September  12-16, 1995 

Mt.  Pleasant,  SC,  Holiday  Inn 

Sexual  Assault  Examiner  Training  Course 

SPONSOR:  Medical  University  of  South  Carolina 

TYPE  OF  AUDIENCE:  Primary  care  physicians 

CONTACT:  Odessa  Ussery,  (803)  792M071 

PROGRAM  FEE:  TBA 

FACULTY:  Guest  faculty  and  MUSC  faculty 

CME  CREDITS:  40  Hours,  AMA  Category  1 

Wednesday  September  13, 1995 

Columbia,  SC,  James  F.  Byrnes  Center  for  Geriatric 
Medicine,  Education  and  Research 
Grand  Rounds  - Depression  in  the  Elderly 
SPONSOR:  James  F.  Byrnes  Center  for  Geriatric  Medi- 
cine, Education  and  Research 
CONTACT:  Jo  Ann  Watts,  (803)  734-0812 
FACULTY:  Lynn  Hackett,  MD 
CME  CREDITS:  1 Hour,  AMA  Category  1 

Saturday  September  16, 1995 

Columbia,  SC,  Embassy  Suites 
5th  Annual  Cardiology  Symposium 
SPONSOR:  use  School  of  Medicine 
DESCRIPTION:  An  update  on  the  advances  in  the  diag- 
nosis and  treatment  of  cardiovascular  disease. 

TYPE  OF  AUDIENCE:  Physicians  involved  in  the  daily 
care  of  patients  with  cardiovascular  disease. 

CONTACT:  Susan  Pearson,  (803)  434-4211 
FAX:  434-4288 
PROGRAM  FEE:  None 

FACULTY:  Barry  J.  Feldman,  MD;  CJiariie  Dom  Smith,  MD 
CME  CREDITS;  6 Hours,  AMA  Category  1 

Wednesday-Friday  September  20-22, 1995 

Augusta,  GA 

19th  Annual  Neonatology  - The  Sick  Newborn 
SPONSOR:  Medical  CoUege  of  Georgia  School  of 
Medicine 

CONTACT:  Katrinka  Akeson,  (706)  721-3967 
CME  CREDITS:  16  Hours,  AMA  Category  1 

TBA 

Augusta,  GA 

Advanced  Trauma  Life  Support 
SPONSOR;  Medical  CoUege  of  Geoigia  School  of  Medi- 
cine 

CONTACT:  Katrinka  Akeson,  (706)  721-3967 
CME  CREDITS;  17  Hours,  AMA  Category  1 

Ttiesday-Saturday  September  22-23, 1995 

Clemson,  SC,  Ramada  Inn 
Clemson/MUSC  Sym-PAWS-ium  '95 
SPONSOR:  Medical  University  of  South  Carolina 


DESCRIfTION:  This  course  is  designed  as  an  update  in 
the  areas  of  pediatrics,  cardiology,  dermatology, 
surgery,  and  sports  medicine  for  the  practicing  physi- 
cian. 

TYPE  OF  AUDIENCE:  All  physicians 
CONTACT:  Odessa  Ussery,  (803)  792-4071 
PROGRAM  FEE:  TEA 
FACULTY:  Guest  faculty  and  MUSC  faculty 
CME  CREDITS:  TEA 

Ttiesday-Saturday  September  26-30, 1995 

Charleston,  SC,  Omni  Hotel 
4th  Intensive  Review  of  Emergency  Medicine 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  This  course  is  an  intensive  review  of  the 
core  content  of  emergency  medicine  as  defined  by  the 
American  College  of  Emergency  Physicians  and  the 
American  Eoard  of  Emergency  Medicine. 


TYPE  OF  AUDIENCE:  Emergency  physicians,  family 
physicians,  and  internists 
CONTACT:  Odessa  Ussery,  (803)  792-4071 
PROGRAM  FEE:  $625  practicing  physicians,  $300 
physicians  in  training 

FACULTY:  Guest  faculty  and  MUSC  faculty 
CME  CREDITS:  40  Hours,  AM  A Category  1 

Wednesday  September  27, 1995 

Columbia,  SC,  James  F.  Byrnes  Center  for  Geriatric 
Medicine,  Education  and  Research 
Journal  Club 

SPONSOR:  James  F.  Eymes  Center  for  Geriatric  Medi- 
cine, Education  and  Research 
CONTACT:  Jo  Ann  Watts,  (803)  734-0812 
FACULTY:  Cass  Ryan,  PhD,  RD 
CME  CREDITS:  1 Hour,  AMA  Category  1 


CME  COMMITTEE 

James  L.  Haynes,  MD,  CHAIRMAN,  2 Richland  Medical  Park,  Suite  402,  Columbia  29203 
Stoney  A.  Abercrombie,  MD,VICE  CHAIRMAN,  160  Academy  Avenue,  Greenwood  29646  | 
Marion  C.  Anderson,  MD,  MUSC,  171  Ashley  Avenue,  Charleston  29425 

Charles  M.  CoUins,  MD,  204  E.  Cheves  Street,  Florence  29506  I 

Sami  B.  Elhassani,  MD,  100  Willow  Lane,  Spartanburg  29307-1343 
Roger  A.  Gaddy,  MD,  P.O.  Box  29,  Winnsboro  29180 
David  H.  Lamb,  MD,  169-C  Medical  Circle,  West  Columbia  29169 
William  Mills,  MD,  1400  Highway  544,  Conway  29526 
Terry  A.  Payton,  MD,  332  Emory  Lane,  Columbia  29212 
Lucius  Pressley,  Jr.,  MD,  P.O.  Box  202,  Columbia  29202 

I 

William  M.  Simpson,  Jr.,  MD,  171  Ashley  Avenue,  Charleston  29425  | 

I 

Spence  Taylor,  MD,  GHS,  701  Grove  Road,  Greenville  29605  | 


MmceRi^e 

SCMAA  - SCIMER  SCHOLARSHIPS 

On  April  23.  1995,  the  SCMA  Alliance  and  SCIMER  Scholarship  Committee  had  the  pleasure  of 
presenting  fourteen  ( 14)  $1,200  scholarships  to  students  from  the  Medical  University  of  South  Car- 
olina (MUSC)  and  the  University  of  South  Carolina  School  of  Medicine  (USCSM). 

The  recipients  are  chosen  by  an  interview  process  conducted  by  the  Scholarship  Committee  in 
Columbia  and  Charleston,  and  are  determined  by  need,  academics,  extracunicular  involvement  and 
interpersonal  skills.  This  proves  to  be  a somewhat  difficult  task  in  that  each  student  interviewed  was 
outstanding  and  deserving. 

MUSC  students  presented  scholarships  were: 

James  Knoer 
Chris  Ratchford 
Jennifer  Anderson 
Kimberly  Martin 
April  Odom 
Kristan  Adams 
James  Hudson 


USCSM  students  were: 

Uaura  Basile 
Joseph  H.  Chewning 
Darby  K.  Hiller 
Boykin  Robin.son 
Valerie  Skinner 
Brett  J.  Cargill 
Michael  Ribadeneyra 


Other  scholarships  given  were: 

Paul  Richard.son,  MUSC  - Conway  Hospital  Medical  Staff  Scholarship  ($1,000) 
William  B.  Painter,  USCSM;  Cara  E.  Hahs,  USCSM;  and  Jennifer  Adams,  MUSC  - Spartanburg 
Cardiovascular  Consultants  Scholarship  ($1 ,000  each) 

Richard  Taylor  Williams,  MUSC  - Annie  Eair  Scholarship  (Greenville)  ($1,0()()) 
Anthony  Viera,  MUSC  - Henry  J.  Stuckey  Scholarship  (Bamberg)  ($2,500) 
Blanding  U.  Jones,  MUSC  - SCIMER  Research  Essay  Scholarship  ($2,000) 

Mrs.  W.  Stanford  James  (Mary) 

SCMAA  Scholarship  Chairman 


June  1995 
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FOR 

VIOLENCE-FREE 

FAMILIES 


DO  YOUR  PART... 

ASK  QUESTIONS  IN  A CONFIDENTIAL  AND  PRIVATE  SETTING 

1.  Have  you  ever  been  emotionally  or  physically  abused  by  someone  important  to  y( 

2.  Have  you  ever  been  hit,  slapped,  kicked  or  otherwise  physically  hurt  by  someone’’ 
If  yes,  by  whom?  Indicate  which  of  the  following  apply:  spouse,  ex-spouse,  currer 
or  former  partner,  stranger,  parent,  caregiver,  other,  multiple. 

3.  Have  you  ever  been  forced  to  have  sexual  activities?  If  yes,  by  whom?  Indicate 
which  of  the  following  apply:  spouse,  ex-spouse,  current  or  former  partner, 
stranger,  parent,  caregiver,  other,  multiple. 


4.  Are  you  afraid  of  anyone  listed  above? 


KEEPING  YOUR  PROFESSIONAL  RADAR  ON 

1.  Remember  to  screen  your  patients  for  violence. 

2.  Ask  Questions. 

3.  Document  your  findings. 

4.  Assess  your  patient’s  safety. 

5.  Review  options  with  your  patient.  Know  where  to  refer. 


Physicians  and  their  spouses  united  to  confront  family  violence 
South  Carolina  Medical  Association/South  Carolina  Medical  Association  Alliance 


Not  getting  your  child  all  her 
shots  is  like  leaving  her  out  here  alone 

At  least  11  shots  hy  two.  How  sure  are  you?  Questions?  Call  1-800-232-2522 

U.S.  Department  of  Health  and  Human  Services 


classifieds 


()ran(;khur(;  andcalhoun  coun- 
ties liave  practice  opportunities  for  graduat- 
ing residents/fellows  and  experienced  practi- 
tioners in  the  following  specialties:  Emergen- 
cy Medicine.  Family  Practice,  Orthopedic 
Sports  Medicine  and  Urology.  Practice  incen- 
tives and  reloeation  assistance  are  available. 
Contact  Dr.  CIterniol.  The  Regional  Medical 
Center  at  {HOO)  H66-6045. 

POSITION  AVAILABLE  for  a full  time 
faculty  member  in  Family  Medicine.  Obstet- 
rical and/or  Occupational  experience  needed. 
Fellowship  training  or  three  or  more  years  in 
practice  required.  Beautiful/thriving  areas  of 


South  Carolina.  Call  Otis  L.  Baughman,  III, 
M.  1).,  Spartanburg  Family  Medicine  Resi- 
dency Program,  (S03)  560-6I9S  or  fax  60 1 H. 

PRACTICE  OPPORTUNITIES  NATION- 
WIDE: ...in  all  specializations.  Excellent 
salary  and  benefit  packages  including  part- 
nership opportunities,  100%  paid  malpractice, 
moving  and  relocation  expenses,  license 
assistance,  up  to  six  weeks  paid  vacation.  On 
site  interview  expenses  paid.  Toll  free  24 
hours:  (800)  759-0104,  or  send  CV  to: 
LaSalle  Medical  Group,  2708  N.  68th  Street, 
Suite  2-357,  Scottsdale,  AZ  85257. 
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Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


TOP  TEN  REASONS  TO  CONSIDER 
CONNECTICUT  MUTUAL 'S  DISABIUTY 
PLAN  FOR  SCMA  MEMBERS  NOWt 


The  market  for  disability  insurance  is  changing  daily.  Protect  your 
income  while  you  can  still  get  the  benefits,  premium  guarantees, 
and  contractual  language  to  give  you  maximum  protection  during 
your  working  life. 


1.  This  product  will  only  be  available  in  its  present  form  for  a very  short  time. 

2.  Connecticut  Mutual  still  offers  SCMA  members  a 25%  discount. 

3.  Connecticut  Mutual  still  offers  true  own  occupation  coverage  to  physicians. 

4.  Connecticut  Mutual  still  offers  guaranteed  contractual  language  Once 
issued,  the  provisions  cannot  be  changed  prior  to  age  65. 

5.  Connecticut  Mutual  still  offers  a guaranteed  premium  Once  issued,  the 
premium  cannot  be  changed  prior  to  age  65. 


6.  Connecticut  Mutual  still  has  full  benefits  for  mental  and  nervous  conditions. 

7.  Connecticut  Mutual  still  pays  benefits  for  partial  d/sab/V/fy  without  requiring  the 
insured  to  ever  be  totally  disabled. 

8.  Connecticut  Mutual  still  offers  amounts  of  coverage  to  replace  a significant 
percentage  of  your  income. 

9.  Connecticut  Mutual  still  offers  a cost  of  living  rider. 

10.  Connecticut  Mutual  still  have  recovery  benefits  that  will  continue  to 
compensate  you  for  lost  earnings  after  you  return  to  work  full  time. 


MAIL  RESPONSE  TO:  Carolina  Physicians  Advisory  Service 

Post  Office  Box  688 
Columbia,  SC  29202-0688 


Name  Specialty 

Address  City  Zip 

Have  you  used  tobacco  in  the  past  12  months?  YES NO 

DOB SEX MONTHLY  BENEFIT  DESIRED  $ 


Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax 
advice.  Only  your  attorney  and  accountant  are  qualified  to  do  so. 
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To  say  that  Jeremv  Cay  offers  “oceanfront  living  like 
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version  of  The  Medical  Manager®,  is  tlie 
complete  practice  management  software  system 
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Automatically  select  the  correct  fees  for 
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fast  and  efficient 

Quickly  update  financial  information  when 
you  post  procedures 
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Entry  routines  available,  PAID  TV  Plus  will  do  all  the 
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Leant  what  else  PAID  IV  Plus  can  do  for  you. 
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schedule  a system  demonstration. 
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By  the  time  this  editorial  appears,  your  AMA  delegation  will  have  been  to  the  AMA  annual 
eonvention  in  Chieago.  June  16-22,  1995.  1 want  you  to  know  what  we  do  on  your  behalf  and 
how'  the  eonvention  is  eondueted. 

Dr.  Walt  Roberts  leads  the  delegation.  Other  delegates  are  Doetors  Dan  Brake,  Chris  Hawk  and 
Roger  Gaddy,  with  Doetors  Nelson  Weston,  John  Simmons,  Steve  Imbeau  and  Marion  Burton 
serving  as  alternate  delegates.  Also  attending  will  be  president-elect  Dr.  Carol  Niehols,  Mr.  Bill 
Mahon,  Mr.  Steve  Williams  and  myself. 

We  start  work  days  before  we  get  to  Chicago  by  dividing  all  reference  committee  assignments 
among  the  delegation.  Each  member  is  responsible  for  reviewing  the  resolutions  for  his  or  her 
committee  and  providing  a written  synopsis  of  this  voluminous  material  for  the  rest  of  the  dele- 
gation to  study.  Arriving  in  Chicago  on  Friday,  the  delegation  spends  all  day  Saturday  reviewing 
the  resolutions  and  deciding  how  we  will  vote.  Sunday  morning  we  meet  at  6:00  a.m.  to  collect 
and  distribute  information  and  pertinent  materials.  At  7:00  a.m.,  we  have  breakfast  with  the 
Southeastern  Coalition  delegates  to  discuss  resolutions  of  particular  interest  to  our  region.  The 
House  of  Delegates  convenes  at  9:30  a.m.  and  lasts  all  morning. 

Sunday  afternoon  and  Monday  morning,  we  go  to  meetings  of  our  respective  reference  com- 
mittees where  resolutions  are  discussed,  elected  and  put  into  final  forms.  The  House  of  Delegates 
continues  to  meet  on  Tuesday,  Wednesday  and  Thursday.  Tuesday  night,  the  SC  delegation  will 
host  a reception  for  Dr.  Randy  Smoak,  who  is  running  for  reelection  to  the  AMA  Board  of 
Trustees.  Wednesday  night,  I will  attend  Dr.  Lonnie  Bristow's  inauguration  as  the  new  AMA 
president.  (Many  of  you  may  have  met  Dr.  Bristow  in  1994  at  the  SCMA  Annual  Meeting  in 
Charleston.) 

As  you  can  see,  this  crowded  agenda  leaves  us  little  leisure  time.  We  work  long  hours  to  repre- 
sent the  SCMA  well  and  to  keep  up  with  the  issues  being  presented  and  discussed,  many  of 
which  are  vital  to  our  patients'  and  our  profession's  future.  I hope  that  this  synopsis  of  our  sched- 
ule and  activities  helps  you  to  understand  what  your  delegation  does  to  serve  your  interests  on 
the  national  level  of  organized  medicine. 


Benjamin  E.  Nicholson,  M.  D. 
President 
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THE  DIAGNOSIS  AND  MANAGEMENT  OE  PRI- 
MARY HYPERPARATHYROIDISM 

DABNEY  R.  YARBROUGH,  III,  M.  D.* 


Felix  Mandl  of  Vienna  is  generally  eredited 
with  the  first  parathyroideetomy  for  hyper- 
parathyroidism in  1925.  His  patient  developed 
recurrent  hypercalcemia  six  years  after  initial 
surgery  and  ultimately  died  of  the  effects  of 
hypeiparathyroidism.’  Over  the  years  following 
this  initial  operation,  hyperparathyroidism  has 
continued  to  present  a fascinating  diagnostic 
and  technical  surgical  challenge  to  the  physi- 
cian. The  incidence  of  diagnosis  of  sporadic 
primary  hyperparathyroidism  has  increased  sig- 
nificantly in  recent  years.  Many  authorities  feel 
that  the  increase  in  incidence  of  hyperparathy- 
roidism is  attributable  more  to  the  increased 
rate  of  discovery  of  asymptomatic  hypercal- 
cemia and  its  investigation  than  to  a true 
increa.se  in  the  rate  of  occurrence  of  the  disease. 
In  any  event,  primary  hyperparathyroidism  is 
being  seen  more  frequently  by  physicians.'  An 
added  dimension  of  interest  of  this  disease  to 
the  surgeon  is  the  technical  challenge  that 
surgery  for  hypeiparathyroidism  may  present. 
In  order  to  emphasize  diagnostic  and  surgical 
points  of  importance  in  the  management  of  this 
disease  a series  of  cases  of  primary  hyper- 
parathyroidism treated  by  the  author  over  a 
recent  five-year  period  was  reviewed. 

^Department  of  Surgery.  Medical  University  of  South 
Carolina.  171  Ashley  Avenue,  Charleston.  SC  29425. 


PATIENT  DATA 

During  the  time  period  of  the  review  ( 1990- 
1994)  a total  of  58  patients  with  primary  hyper- 
parathyroidism were  treated  by  the  author. 
Patients  with  secondary  and  tertiary  hyper- 
parathyroidism and  patients  presenting  for  re- 
exploration after  failed  procedures  were  exclud- 
ed from  the  study.  There  were  47  females  and 
1 1 males  in  the  study  yielding  a female  to  male 
ratio  of  approximately  5:1.  The  average  age  of 
the  patients  was  56  years  with  ages  ranging 
from  20  years  to  84  years.  Forty-three  patients 
were  essentially  asymptomatic  at  the  time  of 
diagnosis  while  the  remaining  15  patients  pre- 
sented with  symptoms  of  .severe  osteoporosis 
(four  patients),  renal  stones  (six  patients)  or 
mental  changes  ranging  from  memory  loss  or 
intermittent  confusion  to  profound  obtundation 
(five  patients).  In  retrospeet,  12  of  the  43 
patients  preoperatively  deemed  to  be  asymp- 
tomatic reported  dramatic  improvements  in 
strength  and  energy  levels  or  mental  function 
postoperatively  suggesting  a causal  relationship 
of  these  symptoms  to  their  hyperparathy- 
roidism. 

Two  patients  had  known  pre-existing  peptic- 
ulcer  disease,  six  had  gout  and  one  had  a histo- 
ry of  pancreatitis.  One  patient  was  pregnant  at 
the  time  of  diagnosis  and  underwent  excision  of 


July  1995 


295 


IM<IMARY  llYIM;RI^ARArHYR()ll)lSM 


a parathyroid  adenoma  during  llio  second 
trimester.  One  patient  liad  a liistory  of  latliation 
treatments  to  the  liead  and  neck  in  ehiklhood. 
Five  patients  had  eoneurrent  benign  tliyroid 
nodules  while  two  had  eoneurrent  thyroid  can- 
cer (one  papillary  and  one  rollieular). 

All  hut  two  patients  in  this  series  were 
relerred  to  the  author  after  an  essentially  com- 
plete diagnostic  workup.  All  patients  had  had 
persistent  hypercalcemia  and  elevated  serum 
parathormone  levels.  Fifty  of  the  5S  patients 
had  had  parathyroid  .scans  or  ultrasound  exami- 
nations. These  imaging  studies  were  inconclu- 
sive in  eight  of  the  50  patients.  Parathyroid  ade- 
nomas measuring  one  cm.  or  more  were  found 
in  six  of  the  eight  eases  in  which  imaging  stud- 
ies had  been  ineonelusive  while  parathyroid 
hyperplasia  was  documented  in  the  remaining 
two  cases.  There  was  one  inaccurate  ultrasound 
examination  and  one  inaccurate  thallium-tech- 
netium scan  localizing  abnormal  parathyroids 
to  the  opposite  side  of  subsequently  surgically 
proven  parathyroid  adenomas.  In  both 
instances  the  imaging  appearance  was  probably 
attributable  to  the  presence  of  thyroid  nodules. 
The  one  patient  in  whom  exploration  was 
unsuccessful  had  an  ultrasound  examination 
preoperatively  suggestive  of  a parathyroid  ade- 
noma. Imaging  studies  appeared  to  be  accurate 
in  40  of  the  50  patients  in  this  series  in  whom 
they  were  performed  (80  percent). 

All  patients  in  the  series  underwent  neck 
exploration.  Fifty-five  patients  (95  percent)  had 
parathyroid  adenomas,  two  (three  percent)  had 
parathyroid  hypeiplasia  and  one  (two  percent) 
had  no  parathyroid  pathology  found.  There 
were  no  cases  of  parathyroid  carcinoma  in  this 
series.  The  55  patients  with  parathyroid  adeno- 
mas underwent  excision  of  the  adenoma  in 
addition  to  identification  of  normal  parathy- 
roids while  the  two  patients  with  parathyroid 
hypeiplasia  underwent  subtotal  parathyroidec- 
tomy (excision  of  3 1/2  parathyroids  with  in 
situ  preservation  of  a parathyroid  remnant).  In 
the  two  patients  with  concurrent  thyroid  cancer, 
total  thyroid  lobectomy  was  performed  in  one 
patient  with  a small  follicular  carcinoma  while 
total  thyroidectomy  was  performed  in  the 


palienl  with  papillary  carcinoma  who  had  a his- 
tory ol  head  and  neck  radiation  in  childhood. 

Rosloperalively  the  one  patient  who  had  no 
surgically  demonstrated  parathyroid  pathology 
has  remained  hyperealcemic  and  has  rel'used 
re-exploration  as  of  the  time  of  this  review. 
One  patient  developed  symptomatic  hypocal- 
cemia postoperatively  requiring  temporary  cal- 
cium supplementation.  'Fhe  hypocalcemia  in 
this  palienl  resolved  spontaneously  and  calcium 
therapy  was  terminated.  The  overall  surgical 
success  rale  in  this  .series  was  98  percent.  There 
were  no  deaths  and  no  recurrent  laryngeal 
nerve  injuries  in  the  series. 

DISCUSSION 

The  diagnosis  of  hyperparathyroidism  is  essen- 
tially the  differential  diagnosis  of  hypercal- 
cemia and  has  been  greatly  simplified  in  recent 
years  by  the  wide-spread  availability  of  reliable 
serum  parathormone  assays.  Persistent  hyper- 
calcemia coupled  with  an  inappropriately  ele- 
vated serum  parathormone  level  are  the  foun- 
dation of  diagnosis  and  rule  out  the  majority  of 
other  differential  diagnostic  possibilities  with 
the  rare  exception  of  patients  with  pure 
parathormone  producing  non-parathyroid 
malignant  tumors.  Relatively  inexpensive  stud- 
ies of  additional  confirmatory  value  include  the 
demonstration  of  hypophosphatemia  and  an 
inerea.scd  serum  chloride:phosphate  ratio  (usu- 
ally greater  than  33:1  in  patients  with  primary 
hypeiparathyroidism ). 

Some  of  the  more  common  considerations  in 
the  differential  diagnosis  of  hypercalcemia  in 
addition  to  malignant  tumors  (most  commonly 
carcinoma  of  the  lung  and  hypernephroma) 
include  increased  intake  of  milk  products, 
antacids,  calcium  or  vitamin  D,  multiple 
myeloma,  granulomatous  diseases  (sarcoid, 
tuberculosis,  berylliosis),  other  endocrine  disor- 
ders (hyper-  and  hypothyroidism,  Addison’s 
disease,  pheochromocytoma)  and  certain  dings 
that  may  cause  hypercalcemia  (e.g.,  thiazide 
diuretics,  lithium).^  Familial  hypocalciuric 
hypercalcemia  must  also  be  considered  in  the 
differential  diagnosis. 

Due  to  the  relatively  low  order  of  accuracy. 
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expense  and  in  some  inslanees  high  risk,  llie 
various  loealizing  imaging  tecliniques  (CT, 
MRI  seans,  ullrasound,  radionuclide  scans, 
aileriograpliy.  differential  venous  parathormone 
sampling)  are  not  unanimously  recommended 
by  experienced  parathyroid  surgeons  in  the 
workup  of  uncomplicated  cases.-  Although 
confidence  in  the  diagnosis  is  increased  by  a 
positive  imaging  study  resulting  in  facilitation 
of  surgical  exploration  and  probably  earlier 
referral  for  surgery,  their  cost-effectiveness 
remains  debatable.  Of  the  currently  available 
types  of  localizing  studies  the  relatively  recent- 
ly available  sestamibi  scan  appears  to  be  the 
most  reliable.  The  majority  of  localizing  stud- 
ies are  accurate  in  approximately  80  percent  of 
cases  with  possibly  a somewhat  greater  degree 
of  accuracy  with  the  sestamibi  scan.  An  experi- 
enced parathyroid  surgeon  should  be  able  to 
coiTectly  identify  the  parathyroid  abnormality 
in  more  than  90  percent  of  cases.  Accordingly 
it  has  often  been  said  that  the  the  most  reliable 
technique  for  localizing  parathyroid  pathology 
is  to  localize  an  experienced  parathyroid  sur- 
geon. An  acceptably  accurate,  cost-effective 
workup  consists  of  a complete  history  and 
physical  examination,  demonstration  of  persis- 
tent hypercalcemia,  an  inappropriately  elevated 
serum  parathormone  and  an  ultrasound  exami- 
nation highly  suggestive  of  parathyroid 
enlargement. 

Most  authorities  recommend  surgical  man- 
agement for  all  patients  with  primary  hyper- 
parathyroidism whose  general  condition  per- 
mits. Although  some  have  advocated  continued 
observation  for  asymptomatic  patients  with 
minimal  hypercalcemia  (serum  calcium  less 
than  I mg  above  the  upper  limits  of  normal) 
most  studies  have  indicated  that  even  in  this 
group  of  patients  most  will  ultimately  develop 
complications  necessitating  surgery.^ 
Parathyroid  operations  are  peiformed  through 
a standard  Kocher  thyroid  incision  with  identi- 
fication of  all  four  parathyroids  in  the  majority 
of  cases.  In  recent  years  there  has  been  enthusi- 
asm in  some  quarters  for  unilateral  neck  explo- 
ration if  one  normal  and  one  clearly  enlarged 
parathyroid  gland  are  identified.'*  Preoperative 


localizing  studies  may  facilitate  this  approach. 
It  must  be  recognized  however  that  when  using 
this  approach  the  possibility  of  incomplete 
extirpation  of  all  hyperfunctioning  parathyroid 
tissue  is  theoretically  increased  by  two  to  five 
percent.  With  unilateral  exploration  double 
adenomas  may  be  missed  (uc)  to  five  percent  of 
ca.ses)  as  well  as  as  hyperplasia  involving  less 
than  four  glands  (two  to  five  percent  of  cases). 
We  currently  advocate  bilateral  exploration  in 
all  but  the  very  elderly  or  high-risk  cases.  Dur- 
ing exploration  care  must  be  taken  to  avoid 
injury  to  the  recurrent  laryngeal  nerve.  In  cases 
of  parathyroid  adenomas  the  adenoma  is  resect- 
ed while  in  cases  of  hyperplasia  the  most  nor- 
mal appearing  gland  with  the  best  blood  supply 
should  be  biopsied  for  confirmation,  then  par- 
tially resected  with  total  resection  of  the 
remaining  three  glands. 

Postoperatively,  the  patient’s  serum  calcium 
should  be  monitored  until  stable  prior  to  dis- 
charge. Calcium  supplementation  is  not  begun 
unless  the  patient  develops  symptomatic 
hypocalcemia.  Recently  there  has  been  some 
interest  in  beginning  oral  calcium  immediately 
after  surgery  in  all  patients  with  a view  to  dis- 
charging the  patient  on  the  first  postoperative 
day.  The  results  of  this  management  protocol 
have  not  yet  been  completely  evaluated.’ 

SUMMARY 

Primary  hyperparathyroidism  is  being  diag- 
nosed with  increasing  frequency  in  recent  years 
due  to  more  widespread  availability  and  relia- 
bility of  the  various  appropriate  diagnostic 
tests.  Except  in  unusual  circumstances  patients 
with  documented  primary  hypeiparathyroidism 
are  probably  best  served  by  early  operation  per- 
formed by  an  experienced  parathyroid  surgeon. 
Under  such  circumstances  cure  rate  should 
approximate  95  percent,  with  less  than  a one 
percent  incidence  of  recuiTent  laryngeal  nerve 
injury  or  permanent  hypoparathyroidism.  The 
cure  rate  in  the  currently  reported  series  of 
cases  was  98  percent  with  no  instances  of 
recurrent  laryngeal  nerve  injury  or  permanent 
hypoparathyroidism. 
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MEDICARE  UPDATE 


July,  1995 


By  now  you  should  have  received  the  Medicare  Advisory 
for  July,  1995.  This  is  a large  advisory  with  a lot  of  infor- 
mation which  you  should  read  carefully.  Included  is  a 
question  and  answer  section  regarding  Free  Standing 
Rural  Health  Clinics  and  a clarification  on  Care  Plan 
Oversight  services. 

Nonphysician  Practitioners*  License  Renewals:  AU 
nonphvsician  practitioners  must  renew  their  licenses  on 
an  annual  basis.  The  Medicare  Part  B provider  number 
is  effective  only  during  the  dates  listed  on  your  license. 
When  you  renew  your  medical  license,  remember  to  send 
the  Medicare  Part  B Provider  Certification  Department 
a copy  of  your  new  license. 

Claims  Mailing  Address  Reminder:  Medicare  Part  B 
Qaims  should  be  mailed  to:  Medicare  PartB  Claim  Pro- 
cessing, Palmetto  Government  Benefits  Administrators, 
P.O.  Box  100190,  Columbia,  SC  29202-3190. 

Action  Code  JP:  This  code  indicates  that  Medicare  does 
not  pay  for  the  service  for  the  diagnosis  stated.  If  you 
receive  a claim  denial  with  this  action  code,  you  should 
check  the  diagnosis  code  you’ve  reported  for  that  pro- 
cedure. Most  medical  policies  published  in  the  Medicare 
Advisory  include  diagnosis  code  information  that  may  be 
useful.  If  you  discover  another  diagnosis  code  that  bet- 
ter explains  why  the  procedure  was  necessary,  you  should 
refile  that  line  of  service  electronically  or  on  a separate 
claim  form.  Do  not  mark  “corrected  claim”  on  the  claim 
form. 

Mammography  Quality  Standards  ACT  (MOSA):  All 
screening  mammography  facilities  have  been  issued  a six- 


digit alphanumeric  number  by  the  FDA.  Effective  for 
claims  with  dates  of  services  on  or  after  July  1, 1995, 
all  providers  billing  for  the  global  or  technical  com- 
ponent of  a diagnostic  or  screening  mammography 
must  include  the  FDA  certification  number  in  item  32 
of  the  HCFA  claim  form.  Claims  received  without  the 
FDA  certification  number  will  be  denied  or  delayed. 

Medicare  Secondary  Payer  Teleconference  Scheduled 
for  August:  Medicare  Part  B will  be  hosting  a telecon- 
ference to  discuss  Medicare  Secondary  Payer  issues  on 
August  24  from  1 :00  to  3:00  pm.  The  teleconference  will 
be  broadcast  on  the  Health  Communication  Network.  My 
Tom  Nyzio,  manager  of  the  Medicare  Part  B Secondary 
Payer  Department,  will  review  coverage  criteria  and 
answer  questions.  If  you’d  like  to  submit  a topic  for  Mr. 
Nyzio  to  discuss,  please  complete  the  form  from  the 
July,  1995  Advisory  and  mail  it  to  the  address  listed 
on  the  bottom  of  the  form. 

Coding  for  Failed  Colonoscopy:  A failed  colonoscopy, 
e.g.,  the  inability  to  extend  beyond  the  splenic  flexure, 
should  be  billed  and  paid  as  a sigmoidoscopy,  (CPT  code 
45330)  rather  than  a colonoscopy,  since  this  is  the  pro- 
cedure that  was  actually  perfomied. 

As  with  other  services,  modifier  22  should  be  used  and 
extra  payment  allowed  only  when  supporting  docu- 
mentation indicates  that  significantly  more  time  and  effort 
is  involved  than  is  required  in  the  typical  sigmoidoscopy. 

The  site-of-service  reduction  would  apply  when  the  sig- 
moidoscopy/failed colonoscopy  is  done  in  the  hospital 
setting.  □ 


MEDICAID  UPDATE 


Name  Change:  As  of  July  1,  1995,  the  SC  Health  and 
Human  Services  Finance  Commission  (SCHHSFC)  will 
become  a cabinet  agency.  The  new  agency  name  will  be 
the  Department  of  Health  and  Human  Services  (DHHS). 


ing  code  should  be  billed  to  reflect  days  billed  on  or 
before  June  30.  A second  line  on  the  claim  should  reflect 
the  days  billed  on  or  after  July  1.  If  a line  is  billed  that 
crosses  fiscal  years,  edit  code  774  will  be  generated. 


Ambulatory  Visils:  The  fiscal  year  for  DHHS  runs  from 
July  1 to  June  30.  Medicaid  patients  (age  21  and  older) 
are  limited  to  12  ambulatory  care  visits  per  year,  com- 
mencing with  dates  of  service  on  or  after  July  1 of  each 
year.  Medicare/Medicaid  recipients,  family  planning 
recipients,  and  children  under  age  21  are  exempt  from 
iliis  limitation. 

Rejections  for  Exceedin2  the  Ambulatory  Visit  Limit: 
As  a reminder,  DHHS  is  in  the  process  of  implementing 
an  affidavit  process  for  providers  receiving  a 977  edit 
code.  A Medicaid  card  will  be  honored  only  when  the 
card  for  the  month  of  their  visit  indicated  the  recipient 
had  six  or  fewer  visits.  The  provider  will  have  to  certi- 
fy this  through  an  affidavit  and  attach  a copy  of  the  card 
before  the  claim  can  be  processed.  A forthcoming  bul- 
letin will  have  detailed  instructions. 

Fiscal  Year  Billing  Note:  Please  do  not  use  procedure 
codes  for  multiple  visits  on  a single  line  that  will  cause 
the  units  to  cross  fiscal  years.  One  line  of  the  multiply- 


Physician Standby  Services:  The  grace  period  for  the 
use  of  procedure  codes  99150  and  99 15 1 has  been  extend- 
ed to  July  31,  1995.  CPT  codes  99360  and  99361  may 
be  used  to  replace  99150  and  99151  as  of  June  1, 1995, 
for  physician  standby  services  not  involving  direct  (face 
to  face)  contact.  Effective  with  dates  of  service  on  or  after 
August  1,  1995,  only  codes  99360  and  99361  may  be 
used  to  report  standby  services.  Please  refer  to  the  forth- 
coming bulletin  for  further  details. 

Billing  Workshop:  The  Department  of  Physician  Ser- 
vices will  be  offering  a basic  billing  workshop  on  August 
2,  1995,  at  12:30  pm.  The  workshops  are  designed  for 
new  billing  staff  and  new  providers  in  the  SC  Medicaid 
Program.  The  workshop  will  be  held  in  the  Jefferson 
Square  Plaza  at  1801  Main  Street  in  the  third  floor  con- 
ference room.  Due  to  limited  training  space,  reservations 
are  required.  Please  contact  your  program  manager  at 
(803)  253-6134  to  reserve  a space.  The  basic  billing  work- 
shops are  offered  free  on  a quarterly  basis.  □ 


PROPOSED  MEDICARE/MEDICAID  BUDGET  CUTS 

In  an  effort  to  balance  the  federal  budget,  the  House  and  Senate  are  proposing  major  reductions  in  future  Medicare 
and  Medicaid  spending.  In  a budget  resolution,  which  will  be  introduced  in  both  houses.  House  and  Senate  lead- 
ers agreed  to  reduce  Medicare  spending  $270  billion  and  Medicaid  spending  $ 1 82  billion  between  1996  and  2002. 

Once  the  final  budget  resolution  is  passed  by  both  houses,  the  authorizing  committees  are  responsible  for  approv- 
ing the  legislative  changes  necessary  to  accomplish  the  spending  reductions. 

The  final  Medicare  and  Medicaid  changes  are  not  expected  to  be  finalized  until  September  or  October. 


SCMA  ANNUAL  MEETING:  1996 


The  1996  SCMA  Annual  Meeting  and  Scientific  Assembly  will  be  held  again  in  Charleston  at 

the  Omni  Hotel,  April  25-28,  1996. 


Mark  your  calendars  now! 
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MANAGED  CARE  ALERT 

In  the  past  month,  some  of  you  may  have  received  let- 
ters offering  the  “opportunity  to  be  included  on  an  exclu- 
sive provider  panel  in  the  state  of  South  Carolina.” 
These  letters  indicate  this  panel  will  be  “limited  to 
approximately  18  percent  of  the  practicing  physicians 
in  each  specialty.”  To  be  considered  for  this  exclusive 
panel,  physicians  only  are  urged  to  call  a 1-800  num- 
ber within  four  business  days.  At  that  time,  you  will 
speak  with  a provider  relations  representative  who  will 
explain  the  panel  selection  process  to  you.  Upon  com- 
pletion of  your  reservation  process,  you  will  be  for- 
warded a Provider  Agreement  and  Credentialing  Pack- 
et. Most  importantly,  you  are  asked  to  provide  a $250 
fee  for  the  application.  Some  companies  arc  even 
requesting  you  fax  a check  to  them  so  that  they  may 
obtain  your  account  information. 

The  SCMA  has  received  numerous  inquiries  about  this 
special  offer.  We  suggest  that  you  act  cautiously  when 
considering  participation  on  any  provider  panel, 
particularly  if  undue  urgency  seems  attached,  or  a 
flnancial  investment  is  required. 


VOLUNTEERS  NEEDED 

Volunteer  physicians,  nurses,  and  allied  medical  personnel 
are  needed  for  short  term  service  with  RAM  (Remote 
Area  Medical),  a Knoxville  TN-based  private  volunteer 
group.  Most  trips  last  one  week,  to  US  Indian  Reserva- 
tions, Mexico,  Haiti,  Guatemala,  and  others.  Room  and 
board  are  furnished.  Some  openings  are  available  now; 
others  are  year  round,  with  all  specialties  needed. 

For  information,  call  A.  A.  Stamler,  MD,  (803)  834-1945, 
or  Remote  Area  Medical,  (615)688-4081.  □ 


SCMA  CHIEF  EXECUTIVE  OFFICER 
AWARDED  AMA  MEMBERSHIP 

William  F.  Mahon,  Chief  Executive  Officer  of  the 
SCMA,  was  awarded  affdiate  membership  status  in  the 
AMA  at  the  AMA’s  annual  meeting  Sunday,  June  18, 
1995.  He  received  affiliate  membership  for  having 
achieved  distinction  in  his  field  of  endeavor.  The  AMA 
Council  on  Ethical  and  Judicial  Affairs  provides  nom- 
inations for  affiliate  membership  and  nominations  are 
approved  by  the  AMA  House  of  Delegates. 

Mr.  Mahon  currently  serves  on  the  American  Associ- 
ation of  Medical  Society  Executives’  Advisory  Com- 
mittee to  the  AMA  Executive  Vice  President,  Dr.  James 
Todd;  the  Board  of  the  South  Carolina  Business  and 
Industry  Political  Education  Committee;  the  South  Car- 
olina Rural  Physicians  Incentive  Board,  the  South  Car- 
olina Data  Oversight  Council  and  the  Health  Care  Tech- 
nology Task  Force. 

He  is  a graduate  of  the  Governors  State  University  in 
Park  Forest  South,  Illinois  and  Moraine  Valley  Com- 
munity College,  Palos  Park,  Illinois. 

(For  details  of  the  AMA  Interim  Meeting,  see  the  report 
by  Walter  J.  Roberts,  Jr.,  MD,  elsewhere  in  this  issue  of 
The  Journal.) 


PHYSICIANS  CARE  NETWORK  UPDATE 

As  this  newsletter  goes  to  press,  HealthSouth  Reha- 
bilitation Hospital  in  Charleston  has  just  been  added  to 
the  PCN.  There  are  now  2,850  physician  members  of 
the  PCN  and  47  hospitals. 

If  you  have  questions  regarding  the  PCN.  please  call 
Barbara  Whittaker  at  SCMA  Headquarters  in  Colum- 
bia at  798-6207,  or  statewide  1-800-327-1021 , ext.  226. 


UPDATE:  SCMA  WORKSHOPS 

You  are  reminded  of  the  following  SCMA  Workshops: 

Subject 

Dates  and  Locations 

“Appealing  Unfair  Payments" 

August  16,  1995,  Columbia 
Sheraton  Hotel  and  Conference  Center 
Two  sessions:  9:00  am- 12:00  noon 
or  1:30-4:30  pm 

“Effective  Collection  Strategies” 

September  13,  1995,  Columbia 
Sheraton  Hotel  and  Conference  Center 
9:00  am-4:00  pm 

“Capitation  Strategies  for  Practice  Survival” 

October,  1995,  Charleston  and  Columbia 
Dates  and  sites  to  be  announced 

TOWN  HALL  SERIES  ON  HEALTH  CARE 


Palmetto  Project  and  South  Carolina  Educational  Television  (SC  ETV)  will  host  a three-part  series  on  the  status  of 
health  care  in  South  Carolina.  The  series  will  explore  the  changes  in  the  health  care  industry  and  their  impact  on 
the  average  South  Carolinian,  the  evolving  role  of  the  health  care  consumer,  and  ethical  choices  in  deciding  who 
gets  what  and  why.  The  goal  of  the  series  is  to  provide  an  objective  overview,  or  snapshot,  of  health  care  issues  in 
South  Carolina  and  its  implications  for  the  average  citizen.  All  segments  can  be  seen  on  SC  ETV  at  8:(X)  p.m. 

The  topics  and  air  dates  are  as  follows; 

• “The  Changing  Landscape  of  the  South  Carolina  Health  Care  Industry” 

SCMA  President,  Dr.  Benjamin  E.  Nicholson,  is  featured  as  a panelist  for  this  discussion 
Tuesday,  August  1,  1995 

• “South  Carolina’s  Health  Care  Consumers” 

Tuesday,  August  8,  1995 

• “Health  Care’s  Tough  Choices:  Who  Gets  What  and  Why” 

Tuesday,  August  15,  1995  □ 

OMNIBUS  ADULT  PROTECTION  ACT  REGIONAL  TRAINING 

The  Adult  Protection  Coordinating  Council  is  pleased  to  provide  training  on  the  Omnibus  Adult  Protection  Act 
for  health  and  human  service  administrators  and  professionals,  long  term  care  administrators,  and  law 
enforcement  personnel  who  serve  the  elderly  and  persons  with  disabilities  who  may  be  at  risk  for  abuse,  neglect 
or  exploitation. 

The  first  training  in  the  state  will  be  held  on  September  15,  1995  at  Charleston  County  DSS,  3346  Rivers  Avenue, 
Suite  A,  North  Charleston,  SC.  CEUS  for  long  term  care  administrators,  social  workers  and  law  enforcement 
personnel  will  be  available.  There  is  no  fee  but  the  deadline  for  registration  is  August  15,  1995.  For  further 
information,  contact  Sharon  S.  Chewning,  PO  Box  8206,  Columbia,  SC  29202-8206.  Phone  (803)  253-6142;  Fax 
(803)  253-4154.  □ 
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SIMULTANEOUS  BOCHDALEK  HERNIA  AND 
TYPE  C TRACHEOESOPHAGEAL  FISTULA 

DAVID  J.  NOWICKY.  M.  D.* 


Various  types  of  tracheoesophageal  fistula  and 
diaphragmatic  hernia  have  been  studied  and 
their  embryological  deviations  outlined.  The 
simultaneous  occurrence  of  these  two  potential- 
ly life-threatening  conditions,  especially  in  con- 
junction with  esophageal  atresia,  is  extremely 
unusual;  in  1983  Bowen  reported  only  10  pre- 
vious eases.'  Although  some  of  these  infants 
suffer  from  chromosomal  ahnormalities,  this 
comhination  of  conditions  follows  no  identifi- 
able pattern  of  inheritance  or  monogenic  syn- 
drome.' The  rarity  of  finding  them  in  the  same 
patient  lulls  the  clinician  away  from  the  origi- 
nal diagnosis  until  the  infant  fails  to  respond 
favorably  to  interventions. 

CASE  REPORT 

D.B.,  a 33-week  gestational  age  male  weighing 
1610  g,  had  been  delivered  by  cesarean  section 
for  a breech  presentation  to  a Gravida  II  Para  I 
single  female.  Complications  accompanying 
labor  had  included  a 25  percent  abruption  and 
fetal  decelerations.  Apgar  scores  at  I,  5,  and  10 
minutes  were  2,  5,  and  5 respectively;  because 
of  immediate  respiratory  distress,  the  infant 
was  endotracheally  intubated. 

He  continued  to  exhibit  severe  respiratory 
difficulty  and  presented  with  asymmetric  chest 
movements,  a scaphoid  abdomen,  and  audible 
breath  sounds  in  the  left  hemithorax,  all  sug- 
gesting a congenital  diaphragmatic  hernia 
(CDH).  Initial  chest  x-ray  revealed  left-sided 
intrathoracic  distended  loops  of  bowel.  The 
patient  was  taken  for  emergency  repair  of  his 
CDH  through  the  standard  transabdominal 
approach.  The  distended  stomach  was  removed 
from  the  thoracic  cavity,  but  attempts  to  pass  a 
nasogastric  (NG)  tube  distally  were  unsuccess- 
ful, and  the  stomach  continued  to  pulsate  with 


*Depai1ment  of  Surgical  Education,  Greenville  Hospital 
System.  70 1 Grove  Road,  Greenville,  SC  29605. 


ventilations. 

Preoperatively  it  had  been  presumed  that  the 
NG  tube  was  kinking  from  the  contorted  posi- 
tion of  the  abdominal  contents,  but  when 
attempts  to  advance  it  failed,  an  esophageal 
atresia  with  tracheoesophageal  fistula  (TEF) 
was  diagnosed  (Figure  I).  The  endotracheal 
tube  was  advanced  just  distal  to  the  fistula,  and 
a Stamm  gastrostomy  was  placed  for  bowel 
decompression.  Other  intraoperative  findings 
included  an  incomplete  intestinal  rotation  and  a 
large  left-sided  Bochdalek  hernia  which  was 
repaired  with  prosthetic  graft  material. 

The  patient  returned  to  the  operating  room 


Figure  I:  Initial  roentgenogram  of  chest  and  abdomen 
demonstrating  coiling  of  NG  tube  in  proximal 
esophageal  pouch.  Note  the  left-sided  diaphragmatic 
hernia  and  the  extreme  displacement  of  the  cardiac  sil- 
houette into  the  right  hemithorax. 
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seven  (.lays  later  tor  a right  tlioraeotomy  and 
extrapleural  repair  of  his  proximal  esophageal 
atresia  and  distal  I’Bh'.  He  tolerated  both  jiroee- 
dures  quite  well,  hut  his  postoperative  eourse 
was  eomplieated  by  hronehopulmonary  dyspla- 
sia, patent  duetus  arteriosus  (whieh  rec|uired  no 
intervention),  signifieant  gastroesophageal 
reflux,  and  hyperbilirubinemia.  Chromosomal 
studies  demonstrated  normal  karyotype.  Post- 
op barium  swallow  showed  a mild  esophageal 
strietLire  but  otherwise  doeumented  adequate 
repair.  The  patient  was  diseharged  at  nearly 
three  months  of  age. 

About  six  weeks  later,  the  infant  arrived  in 
the  emergeney  room  in  full  eardiae  arrest  and 
apnea  unresponsive  to  advaneed  resuseitalive 
measures.  Post  mortem  examination  revealed 
residual  bronehopulmonary  dysplasia  and  pul- 
monary eongestion.  Cause  of  death  was  pre- 
sumed seeondary  to  sudden  infant  death  syn- 
drome (SIDS)  or  infantile  apnea  syndrome. 

DISCUSSION 

Although  no  management  protoeols  have  been 
developed  for  treatment  of  the  eombination  of 
CDH,  esophageal  atresia,  and  TEF,  the  litera- 
ture describes  certain  procedures  necessary  for 
containment.  It  is  critical  to  decompress  the 
gastrointestinal  tract  adequately  while  ventila- 
tions to  the  pulmonary  circuit  continue.'  Only 
then  can  the  underlying  pulmonary  derange- 
ments— such  as  hypoplasia,  cyanosis,  and 
hypoxia — begin  to  reverse. 

Several  methods  have  been  developed  to  pre- 
vent gaseous  distention  of  the  bowel  while 
definitive  repair  can  proceed.  Nasogastric  suc- 
tion is  impossible  with  a proximal  esophageal 
atresia,  a key  component,  unfortunately,  of  the 
most  common  TEF.  One  can  selectively  cannu- 
late  the  stomach  through  the  TEF  itself,  either 
through  the  endotracheal  tube,  as  described  by 
Rawlings,’  or  separately.  Another  method  uti- 
lizes bronchoscopy  to  guide  a Fogarty  catheter 
down  to  the  level  of  the  TEF  to  occlude  the 
abnormal  connection  to  the  boweF  Selective 
endotracheal  intubation  of  the  lung  contralater- 
al to  the  diaphragmatic  hernia  can  also  be  per- 


formetk’  Theoretically,  this  third  ojilion  would 
provide  more  dirceletl  ventilations,  thus 
bypassing  the  hypoplastic  lung  Helds. 

liven  with  adequate  operative  repair  of  both 
the  Type  ('  tracheoesophageal  fistula  and  con- 
genital diaiihragmatie  hernia  (cither  staged  or 
performed  simidtaneously),  mortality  rales  for 
these  infants  probably  remain  high  (as  with  our 
patient,  who  eventually  sueeumbed  to  SIDS). 
These  infants  present  very  fascinating  clinical 
challenges  whieh  demand  prompt  recognition 
and  expert  technical  skill.  An  awareness  that 
such  conditions  can  occur  simultaneously  will 
increase  the  clinician’s  effeeliveness  in  attempt- 
ing to  help  lhe.se  children. 

SUMMARY 

The  oeeurrenee  in  an  infant  of  coexisting  con- 
genital diaphragmatic  hernia,  proximal 
esophageal  atresia,  and  distal  tracheoe- 
sophageal fistula  is  extremely  rare,  and  the  lit- 
erature contains  only  anecdotal  reports  of  treat- 
ment. Because  these  infants  often  have  chal- 
lenging clinical  presentations  and  may  deterio- 
rate rapidly,  physicians  should  be  aware  of 
manifestations  of  this  combination  of  condi- 
tions and  how  to  manage  them.  T 
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A HABILITATION  CENTER  FOR  INDIVIDUALS 
WITH  A DUAL  DIAGNOSIS  OF  MENTAL 
RETARDATION  AND  MENTAL  ILLNESS* 

FE  A.  CARDONA.  M.  D„  M.  P.  H.** 

PAUL  K.  SWITZER.  III.  M.  D. 


The  Internieclialc  Care  Facility  for  the  Men- 
tally Retarded  (ICF/MR)  is  the  sole  agency  in 
the  State  of  South  Carolina  that  is  licensed  by 
the  South  Carolina  Department  of  Flealth  and 
Environmental  Control  (DFIEC)  as  a habilita- 
tion  center  to  serve  individuals  with  a dual 
diagnosis  of  mental  retardation  and  mental 
illness.  These  individuals  carry  a primary 
diagnosis  of  mental  retardation  and  a sec- 
ondary diagnosis  of  mental  illness. 

The  ICF/MR  is  designed  to  provide  services  to 
meet  the  special  and  varied  needs  of  the  devel- 
opmentally  disabled  individual  and  his  family. 
There  are  two  principles  upon  which  the 
ICF/MR  is  based:  developmental  model  and 
normalization.  First,  in  the  developmental 
model,  every  individual  has  the  potential  for 
growth,  learning  and  development,  no  matter 
how  severely  handicapped  he  might  be.  Second, 
in  the  normalization  principle,  each  individual  is 
given  the  opportunity  to  live  as  normal  as  possi- 
ble in  a manner  analogous  to  the  norms  and  pat- 
terns of  the  mainstream  of  society. 

The  ICF/MR  is  licensed  by  DHEC  to  operate 
and  maintain  a maximum  of  70  beds.  The 
main  source  of  funding  is  Title  XIX  (Medicaid) 
of  the  Social  Security  Act  with  minimal  contri- 
bution IVom  State  Aid  and  private  insurance. 

GOAL 

The  basic  goal  of  the  ICF/MR  is  to  place  the 
developmentally  disabled  individual  in  the 
least  restrictive  environment  to  enable  him  to 


*From  Crafts-Farrow  State  Flospital,  South  Carolina 
Department  of  Mental  Flealth.  Columhia,  SC. 

**Address  correspondence  to  Dr.  Cardona  at  ICF/MR. 
Crafts-Farrow  State  Hospital.  7901  Farrow  Road. 
Columbia,  SC  29203. 


integrate  to  community  life  as  soon  as  feasible. 

CRITERIA  FOR  ADMISSION 

1 . Above  22  years  of  age. 

Due  to  Public  Law  94-142  (Education 
for  All  Handicapped  Children  Act  of 
1975)  which  mandates  free  and 
appropriate  education  to  all  handi- 
capped individuals  from  three  years  of 
age  to  22,  no  individual  below  23  is 
admitted  to  the  facility. 

2.  Dual  diagnosis  of  mental  retardation 
and  mental  illness. 

Mental  retardation  refers  to  a signifi- 
cantly SLibaverage  general  intellectual 
functioning  existing  concurrently  with 
deficits  in  adaptive  behavior  and  mani- 
fested during  the  developmental  period 
(AAMR,  1983).  Specifically,  subaver- 
age  general  intellectual  functioning 
means  a full  scale  Intelligence  Quotient 
(IQ)  below  70.  The  corresponding  IQ 
for  the  different  levels  of  mental  retar- 
dation are: 

Mild  50-55  to  approximately  70 
Moderate  35-40  to  50-55 

Severe  20-25  to  35-40 

Profound  Below  20  or  25 
Mental  illness  is  a condition  in 
which  an  individual  lacks  sufficient 
insight  or  capability  to  make 
responsible  decisions  with  respect  to 
his/her  treatment  and/or  there  is  likeli- 
hood of  serious  harm  to  self  or  others. 

3.  Ability  to  participate  in  active  treat- 
ment. 

Active  treatment  is  an  ongoing  pro- 
cess with  consistent  implementa- 
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Degree  ol  liilclIccUial  liiipairmcnl  Number  l^ereenl 


Mild  30 

Moderate  9 2 1 % 

Severe  2 4.5% 

Rroroimd  3 6.5% 


lion  of  eillier  speeiali/.ed  or  generie  program- 
ming lliat  provides  serviees  direeled  towards; 
( I ) the  acquisition  of  the  behaviors  necessary 
for  the  individual  to  function  with  self-deter- 
mination and  independence  and  (2)  the  pre- 
vention of  further  regression  or  loss  of  cur- 
rent optimal  functioning. 

POPULATION  SERVED 

The  ICF/MR  serves  individuals,  both  males 
and  females  whose  age  range  vary  from 
above  22  to  below  70.  At  the  time  this  paper 
was  written  (February  1994),  the  patient  cen- 
sus was  44.  These  patients  were  admitted  to 
the  facility  between  September  1990  and 
August  1993. 

Table  1 summarizes  the  patients'  levels  of 
mental  retardation. 

The  patients  carry  49  psychiatric  diagnoses 
which  are  based  on  DSM-lll-R,  1987.  fable  2 
illustrates  these  diagnoses. 

In  addition  to  mental  retardation  which  is  a 
developmental  disability,  19  of  these  patients 
have  other  underlying  or  related  developmen- 
tal disabilities.  The  definition  of  developmen- 
tal disability  as  applied  in  this  paper  is  adopt- 
ed from  Public  Law  95-602,  “Rehabilitation, 
Comprehensive  Services  and  Developmental 
Disabilities  Amendments  of  1978.” 

The  developmental  disabilities  include 
Physically  Handicapped  - Visual  Impairment 
(6),  Communicatively  Handicapped  - Speech 
Impairment  (3),  Drug  Abuse  (3),  Alcohol 
Abuse  (3),  Both  Alcohol  and  Drug  Abuse  (2), 
Cerebral  Palsy  ( 1 ) and  Orthopedically  Handi- 
capped - Degenerative  Arthritis  of  the  Spine 
and  Hip  ( 1 ). 

Figure  1 illustrates  the  percentage  of  these 
developmental  disabilities. 


b'orly-one  associated  medical  conditions 
were  identified  in  these  patients,  dhey 
encompass  conditions  affecting  various  sys- 
tems such  as  cardiovascular,  dermatologic, 
endocrine,  gastrointestinal,  gynecological, 
hematological,  metabolic/nutritional,  neuro- 
logical, ophthalmological,  otr)laryngological, 
pulmonary,  skeletomuscular  and  urological. 

The  five  most  common  systems  affected  are 
the  central  nervous  system  (17),  cardiovascu- 
lar (9),  hematopoietic  (5),  endocrine  (4),  and 
gastro-intestinal  (4). 

The  five  most  conditions  identified  under 
the  different  systems  are  Epilepsy  (12), 
Hypertension  (5),  Anemia  (5),  Diabetes  Melli- 
tus  (2),  and  Cardiac  Conduction  Disorder  (2). 
The  percentage  of  each  is  shown  in  Figure  2. 

INTERDISCIPLINARY  TEAM  PRO- 
CESS 

Intrinsic  in  the  developmental  model  is  the 
interdisciplinary  team  process  which  address- 
es the  multiple,  complex  and  changing  needs 
of  the  individual  and  his  family.  These  needs 
include  hut  are  not  limited  to  social,  psycho- 
logical, financial,  educational,  medical  and 
vocational.  The  team  includes  a physician. 

Figure  1.  Related  Developmental  Disabilities 
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T.AHLK  2.  PSVCHI.V TRIC  1)1  AtJNOSIS  BASED  ON  DSM-III-R 

Diaiinosis 

Number 

Percentace 

Schizophrenia  (Total) 

22 

45% 

Types: 

Chronic  UndilTerentialed 

(15) 

(31%) 

Paranoid 

( 5) 

(10%) 

Catatonic 

( 1) 

( 2%) 

Disorganized 

( 1) 

( 2%) 

*Psychotic  Disorder  Not  Otherwise  Specified  (NOS) 

4 

87f 

*Obsessive  Compulsive  Disorder 

3 

6% 

Persuasive  Developmental  Disorder 

A 

4% 

S c h i zoa f fee  t i V e D i so rd e r 

2 

4<7o 

*Intcrmittent  Explosive  Disorder 

2 

4% 

*Atypical  Psychosis 

1 

4% 

Adjustment  Disorder 

1 

2% 

*Antisocial  Personality  Disorder 

1 

2% 

Depressive  Disorder  (NOS) 

1 

2% 

Major  Depression 

1 

2% 

Dysthymia  (Depressive  Neurosis,  (NOS) 

1 

2% 

Impulsive  Control  Disorder 

1 

2% 

Organic  Delusional  Disorder 

1 

2% 

* Five  patients  have  double  psychiatric  diagnosis. 

Figure  2.  Five  Most  Common  Medical  Conditions 


others 

36% 


social  worker,  psychologist,  vocational  coun- 
selor, nurse  and  special  therapists  such  as 
physical,  occupational  and  speech  and  hear- 
ing. This  team  of  professionals  is  a unique 
structure  through  which  each  can  best  make 
his  contribution  in  assisting  the  individual 
and  his  family  develop  a life  program  through 
the  Individual  Program  Plan  (IPP). 

INDIVIDUAL  PROGRAM  PLAN 

Upon  admission  to  the  ICF/MR,  an  Individ- 


ual Program  Plan  (IPP)  is  developed  for  each 
individual  with  the  collaborative  effort  of  the 
interdisciplinary  team. 

The  IPP  is  based  on  the  assessment  of  each 
member  of  the  team.  The  strength  and  needs 
of  the  individual  are  identified  and  objectives 
for  program  activities  are  developed  to 
address  these  needs  within  a specified  period 
of  time. 

MEDICAL  CARE  PLAN 

A Medical  Care  Plan  is  developed  by  a physi- 
cian for  patients  who  are  ill  or  at  medical  risk 
requiring  a 24-hour  licensed  nursing  care. 
Patients  with  chronic  but  stable  health  prob- 
lems such  as  controlled  epilepsy,  diabetes 
mellitus  and  others  do  not  require  a Medical 
Care  Plan. 

BEHAVIOR  MANAGEMENT  PLAN 

A Behavior  Management  Plan  (BMP)  is 
developed  for  each  individual  who  exhibits 
maladaptive  behavior/s.  The  components  of  a 
BMP  include  the  target  behavior/s,  objectives 
to  eliminate  the  behavior  or  to  establish  new 
behaviors  in  lieu  of  the  target  behavior,  ratio- 
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luile  lor  llie  behavior,  mcliiods  of  iiilcrvciUioii 
and  slalT  responsible  in  iniidemenling  the 
plan. 

lissential  to  the  development  ol  a BMP  is 
vital  information  whieh  ineliides  the  nature, 
eharaeteristies.  frequeney.  intensity  and 
events  oeenrring  prior  to  and/or  eoneiirrent 
with  the  behavior. 

I»S^  CHO  I ROIMC  dri  k;  therapy 

When  an  individual  has  a drug  responsive  |isy- 
ehiatrie  disorder,  psyehotropie  drug  therapy  is 
used  in  eonjunetion  with  the  BMP  The  psy- 
ehotropie drugs  used  in  the  ICF/MR  inelude 
antipsyehoties.  antidepressants,  anxiolytics  and 
mood  stabilizers.  Informed  consent  is  obtained 
if  the  individual  is  capable  of  giv  ing  consent  or 
from  the  legal  guardian.  Approval  is  also 
obtained  from  the  Human  Rights  Committee 
whieh  is  an  independent  agency  that  protects 
the  rights  of  the  individuals. 

PROCJRAM 

The  intent  of  programming  for  developmen- 
tally  disabled  individuals  is  to  maximize  their 
human  qualities  through  active  treatment. 
This  is  addressed  through  programs  in  the 
Residential  and  Developmental  Training  Ser- 
vices. 

A.  Residential  Services 

Individuals  are  provided  round  the 
clock  supervision  to  ensure  that  they 
attain  their  maximum  level  of  skill 
development.  They  are  trained  comen- 
surate  with  their  skills  in  the  following 
areas: 

1.  Activities  of  Daily  Living:  These 
inelude  the  normal  routine  of  life  such 
as  feeding,  personal  hygiene  and 
grooming. 

2.  Functional  Living  Skills:  These 
embody  experiences  allied  to  the  nor- 
mal patterns  of  the  mainstream  of 
society  such  as  communication, 
social/interpersonal  skills,  home  liv- 
ing. use  of  eommunity  resources, 
health  and  safety. 

B.  Developmental  Training  Services 


The  individuals  are  provided  a variety 
of  vocational  training  programs  for 
future  potential  oeeupational  pursuits, 
fhe  training  comprises: 

1.  Hourly  Wage:  Individuals  are  paid 
depending  upon  the  amount  of 
work  completed. 

2.  Incentive  Brice  Rate:  Individuals 
are  jxiid  depending  upon  the  num- 
ber of  packages  for  a particular  task 
correctly  completed. 

In  carrying  out  these  programs,  the 
resources  of  many  agencies  and  the  expertise 
from  diverse  professional  fields  are  essential 
for  a concerted  effort  to  allow  the  individual 
to  function  at  his  maximum  potential. 

SUMMARY 

The  ICF/MR  provides  services  to  individuals 
with  a dual  diagnosis  of  mental  retardation 
and  mental  illness.  These  services  prepare 
these  individuals  to  the  least  restrictive  envi- 
ronment analogous  to  the  norms  and  patterns 
of  the  mainstream  of  society.  The  individuals 
served  are  more  than  22  years  of  age  and 
have  behavioral  problems  associated  with 
mental  retardation  and/or  mental  illness.  In 
addition,  they  have  multiple  medical  prob- 
lems which  are  related  or  unrelated  to  their 
physical  or  mental  disabilities.  These  individ- 
uals have  multiple  changing  needs  which  are 
addressed  by  an  interdisciplinary  team.  The 
team  develops  a unified  Individual  Program 
Plan  which  is  the  framework  for  a compre- 
hensive care  for  these  individuals.  This  is  to 
enable  them  to  live  a normal  life  as  possible 
and  to  achieve  gainful  occupational  pursuits 
like  any  other  citizen  in  the  State  of  South 
Carolina.  3 
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THE  ARMY  RESERVE  OFFERS  UNIQUE  AND 
REWARDING  EXPERIENCES. 


As  a medical  officer  in  the  Army  Reserve  you  will  be  offered  a 
variety  of  challenges  and  rewards.  You  will  also  have  a unique 
array  of  advantages  that  will  add  a new  dimension  to  your 
civilian  career,  such  as: 

• special  training  programs 

• advanced  casualty  care 

• advanced  trauma  life  support 

• flight  medicine 

• continuing  medical  education  programs  and  conferences 

• physician  networking 

• attractive  retirement  benefits 

• change  of  pace 

It  could  be  to  your  advantage  to  find  out  how  well  the  Army 
Reserve  will  treat  you  for  a small  amount  of  your  time.  An  Army 
Reserve  Medical  Counselor  can  tell  you  more,  call  collect : 

(803)741-1856 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE! 


July  1995 


309 


d 


DO  YOUR  PART... 

ASK  QUESTIONS  IN  A CONFIDENTIAL  AND  PRIVATE  SETTING 

1.  Have  you  ever  been  emotionally  or  physically  abused  by  someone  important  to  yo 

2.  Have  you  ever  been  hit,  slapped,  kicked  or  otherwise  physically  hurt  by  someone? 
If  yes,  by  whom?  Indicate  which  of  the  following  apply:  spouse,  ex-spouse,  curreni 
or  former  partner,  stranger,  parent,  caregiver,  other,  multiple. 

3.  Have  you  ever  been  forced  to  have  sexual  activities?  If  yes,  by  whom?  Indicate 
which  of  the  following  apply:  spouse,  ex-spouse,  current  or  former  partner, 
stranger,  parent,  caregiver,  other,  multiple. 

4.  Are  you  afraid  of  anyone  listed  above? 


KEEPING  YOUR  PROFESSIONAL  RADAR  ON 


1.  Remember  to  screen  your  patients  for  violence. 

2.  Ask  Questions. 

3.  Document  your  findings. 

4.  Assess  your  patient’s  safety. 

5.  Review  options  with  your  patient.  Know  where  to  refer. 


Physicians  and  their  spouses  united  to  confront  family  violence 
South  Carolina  Medical  AssociationISouth  Carolina  Medical  Association  Alliance 


SOUTH  CAROLINA'S  LAST  YELLOW  FEVER 
EPIDEMIC:  MANNING  SIMONS  AT  PORT 
ROYAL,  1877 


ELIZABETH  YOUNG  NEWSOM* 


Dr.  Manning  Simons  of  Charleston  arrived  in 
Port  Royal.  South  Carolina  at  1():.^()  A.M.  (M1 
Oetober  2,  1877.  He  had  eome  in  response  to 
a request  of  the  previous  day  from  the  mayor 
of  Port  Royal  to  the  Medieal  Soeiety  of  South 
Carolina  for  help  in  an  epidemic.  Such 
requests  were  common  in  the  19th  century 
when  whole  communities  were  devastated  by 
disease  and  local  medieal  personnel  over- 
whelmed with  their  care. 

Dr.  Simons,  an  1868  graduate  of  the  Medi- 
cal College  of  the  State  of  South  Carolina,  in 
1877  was  Demonstrator  of  Anatomy  at  his 
Alma  Mater.  He  would  later  become  Profes- 
sor of  Clinical  Surgery.  His  recent  experience 
in  the  1871  yellow  fever  outbreak  in 
Charleston  guaranteed  not  only  his  immunity 
to  the  disease  but  also  his  first  hand 
knowledge. 

Shortly  after  his  arrival  in  the  “unhappy 
looking  country  village,”  Dr.  Simons  deter- 
mined that  the  epidemic  was  yellow  fever  and 
not  malaria  as  had  been  suspected.  Telegrams 
were  sent  daily  to  Dr.  J.  F.  M.  Geddings, 
President  of  the  Society,  reporting  on  the 
number  of  new  eases  and  the  rate  of  mortali- 
ty.' The  following  year,  Simons  gave  a 
detailed  report  to  the  annual  meeting  of  the 
South  Carolina  Medieal  Association.  From 
these  two  sources  several  interesting  points 
arise. 

Prior  to  the  discovery  of  the  cause  of  yel- 
low fever,  there  was  much  speculation  about 
the  possible  causative  effects  of  climate, 
topography,  drainage,  and  cleanliness.  Dr. 
Simons  inspected  all  of  these  aspects  of  Port 


*Waring  Historical  Library,  Medical  University  of 
South  Carolina.  171  Ashley  Avenue,  Charleston.  SC 
29425-3001. 


Royal  and  pronounced  them  good.  The  town 
was  situated  on  a bluff  with  good  drainage 
and  adequate  ventilation.  The  work  of  the 
“energetic  Chairman  of  the  corporation  Board 
of  Health”  was  commended;  “Even  during 
the  existence  of  the  epidemic,  car  loads  of 
pure  sand  and  gravel  were  brought  from 
miles  away,  and  all  damp  places  were  in  this 
manner  filled  up.’”'''"" 

In  the  19th  century,  yellow  fever  was  often 
referred  to  as  “stranger’s  fever”  because  it 
was  thought  that  those  persons  not  native  to 
the  affected  area  were  much  more  vulnerable 
to  the  disease.  In  Port  Royal,  Dr.  Simons  had 
the  opportunity  to  observe  the  ravages  of  the 
epidemic  in  a totally  “unacclimated”  popula- 
tion. Yellow  fever  had  never  before  affected 
the  town,  and,  even  more  telling;  “The 
place... is  inhabited  by  people  collected  from 
all  parts  of  the  Northern  States  and  from  the 
interior  of  the  Southern  States.”-"’-'*’ 

This  unusual  population  for  low  country 
South  Carolina  was  the  result  of  the  conflu- 
ence of  several  circumstances  of  the  Civil 
War.  First,  the  early  fall  of  the  Beaufort/Hilton 
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Head  area  (where  I’orl  Royal  is  loeated,  see 
Figure  I ) lo  die  Federal  I'orees  lel'l  die  large 
slave  popidatioii  on  their  own  as  their  masters 
fled.  “(I in  two  days  the  white  population  van- 
ished, leaving  in  most  eases  the  eolored  peo- 
ple  in  their  houses. . .Five  thousand  slaves  lilt- 
ed their  heads  (I'rom  ehopping  eotton)  and 
were  tree!”’"’'’" 

Seeond.  the  “Port  Royal  Lxperiment” 
brought  seores  of  northern  missionaries  down 
to  edueate  the  slaves  and  to  attempt  to  harvest 
the  valuable  Sea  Island  eotton  erop  in  the 
fields.  And  third,  the  Aet  of  Congress  whieh 
had  imposed  a direet  tax  on  the  nation’s  prop- 
erty to  support  the  war  effort,  enabled  the 
Port  Royal  plantations,  in  the  absenee  of  their 
owners,  to  be  sold  for  taxes.  The  buyers  were, 
for  the  most  part,  the  northern  missionaries 
and  entrepreneurs. Although  most  of  the 
eonfiseated  property  in  South  Carolina  was 
eventually  returned  to  the  original  owners, 
that  of  Port  Royal  was  not. 

In  previous  epidemies  of  yellow  fever,  there 
had  been  a great  deal  of  eontroversy  as  to  dif- 
ferential diagnosis  with  talk  of  “malarial  yel- 
low fever."  and  “an  ephemeral  form  of 
fever.. .whieh  was  variously  designated  as 
Dengue,  Breakbone.  'the  prevailing  fever,' 
mild  Yellow  Fever,  and  Febrieula. None 
of  these  fevers  was  present  in  Port  Royal. 
There  was  malaria,  but  this  was  differentiated 
early  with  a dose  of  quinine.  If  the  patient 
improved,  it  was  malaria;  if  not.  yellow  fever. 
Thus.  Dr.  Simons  had  almost  laboratory  eon- 
ditions  for  his  observations. 

The  observations  made  on  the  symptoms  of 
yellow  fever  by  Manning  Simons  in  October. 
1877  are  remarkably  similar  to  those 
described  today.  At  that  time,  laboratory  diag- 
nosis was  far  in  the  future.  Dr.  Simons,  hav- 
ing only  a fever  thermometer  and  perhaps  a 
stethoscope  in  his  armamentarium,  had  to 
rely  on  bedside  observation.  In  his  discussion 
of  “the  phenomena  of  the  urine.”  he  apolo- 
gized that  he  was  unable  to  give  microscopic 
examinations,  which  were  impossible  “under 
the  exigencies  of  the  service,  when  every 
moment  was  consumed  in  attention  to  the 


wants  of  the  sick,  leaving  no  time  to  the  pur- 
suit of  pathological  research.”-''’-’’ 

Simons'  clinical  manifestations  bear  an 
uncanny  resemblance  to  those  of  'Fhomas 
Monath,  M.  D.  published  100  years  later.  Dr. 
Simons  describes: 

the  onset  with  chill,  or  sensations  of  chilli- 
ness; the  immediately  following  pain  in  the 
head,  back  and  limbs;  the  rapidly  rising 
fever  of  intense  grade;  the  red  and  injected 
watery  eyes;  the  sluggish  capillary  circula- 
tion; the  black  vomit;  the  albuminous  urine; 
the  suppression  of  this  secretion;  the  hem- 
orrhages. and  the  rapid  course  of  the  dis- 
ease. and  the  mahogany  coloring  of  the 
skin.'"’'” 

Dr.  Monath's  descriptions  are: 
patients  become  icteric... abrupt  onset  of 
chills  and  fever. . .headache,  backache,  gen- 
eralized pain,  nausea,  and  vomiting,  a Hush 
face,  conjunctival  injection,  and  leukope- 
nia.. .jaundice.  punctate  hemorrhages  of  the 
soft  palate,  along  with  epistaxis.  gingival 
bleeding,  and  black  vomit.  Albuminuria  and 
anuria  may  develop. ..As  many  as  50  per- 
cent of  patients  develop  Faget’s  sign.  Coma 
and  death  occur  in  about  10-60  percent  of 
patients  within  6-8  days.'*"’'^’’’ 

Perhaps  Simons’  most  fascinating  observa- 
tion, even  though  he  says  that  it  “has  been 
frequently  noted.”  is  the  description  of  the 
“peculiar  inverse  ratio  of  pulse  and  tempera- 
ture (Faget's  Sign),”  one  of  the  definitive 
diagnostic  signs  of  yellow  fever  even  today. 
Even  though  Dr.  Faget  had  made  his  observa- 
tion in  1859,  (Garrison  gives  the  date  as 
1875)  there  was  wide  disagreement  on 
it;  and  it  did  not  seem  to  be  used  as  a diag- 
nostic tool  with  any  regularity  in  the  “yellow 
fever  belt.” 

The  fever  thermometer,  invented  in  the 
early  17th  century,  was  just  coming  into  gen- 
eral use  by  practicing  physicians  in  the  1870s. 
The  Medical  and  Surgical  History  of  the  War 
of  the  Rebellion,  published  between  1870- 
1888.  in  a long  and  detailed  article  on  yellow 
fever,  discussed  fever  but  not  its  relationship 
to  pulse.  Dr.  Joseph  Jones  of  New  Orleans,  a 
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highly  respected  practitioner  and  medical 
scholar  and  a prolific  writer,  wrote  in  1873  of 
a “feeble  heart”  in  yellow  fever;  but  it  was 
not  until  1890  that  he  published  the  follow- 
ing: 

(l)n  many  cases  of  yellow  fever  the  remark- 
able phenomenon  is  witnessed  of  the  pulse 
progressively  decreasing  in  frequency,  and 
even  descending  below  the  normal  stan- 
dard, while  the  temperature  is  maintained  at 
an  elevated  degree/’ 

On  the  treatment  of  yellow  fever.  Dr. 
Simons  states,  "The  treatment  has  had  no  new 
light  thrown  upon  it  by  the  experience  of  this 
epidemic,  except  to  settle  in  our  mind  two 
points.”  The  first  point  is  the  “inutility  of  the 
administration  of  Quinine — nay,  more — the 
absolutely  injurious  effect  that  it  produced  in 
yellow  Fever  cases.”  He  elaborates  that  the 
drug  has  no  effect  on  the  temperature  or  the 
severity  of  the  symptoms  and  is  injurious  to 
the  stomach  and  the  nervous  system. 

The  second  discovery  on  treatment  and, 
from  the  patient’s  perspective,  perhaps  the 
greatest,  was  “the  uselessness  and  injurious 
result  of  application  of  blisters  over  the  epi- 
gastrium.” At  that  time,  blisters  were  used  as 
counterirritants  in  many  diseases.  “By  excit- 
ing a disease  artificially  on  the  surface,  we 
can  often  remove  another  which  may  be  at 
the  time  existing  internally.”  Blisters  were 
produced  on  the  unfortunate  sufferer  either  by 
heat  or  Cantharides  (Spanish  Fly).  They  were 
often  the  sites  of  hemorrhages  and  the  source 
of  intense  pain.  Dr.  Simons  believed  that  they 
were  harmful  to  the  kidneys  as  well.-"’'’^^"’'" 


SUMMARY 

Throughout  the  19th  century,  yellow  fever 
was  the  scourge  of  southern  coastal  cities. 
Because  of  primitive  diagnostic  tools,  differ- 
ential diagnosis  during  epidemics  was  often 
difficult.  Many  patients  were  diagnosed  with 
“malarial  fever,”  breakbone  fever,  “the  pre- 
vailing fever,”  and  “mild  yellow  fever,”  to 
name  a few.  Dr.  Manning  Simon’s  opportuni- 
ty to  study  an  almost  “pure”  epidemic  of  yel- 
low fever  among  an  “unacclimated”  popula- 
tion was  a breakthrough  in  diagnostic 
medicine.  Fortunately,  his  findings  were  not 
to  be  needed  again  in  South  Carolina,  since 
this  was  the  last  outbreak  of  yellow  fever  in 
the  state.  ”! 
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MANAGED  CARE  AND  QUAEITY  CARE:  ARE  THEY 
COMPATIBLE? 


The  current  lieallh  care  environment  is 
extremely  uncertain  and  it  is  impossible  to 
predict  how  health  care  plans,  health  care 
delivery,  and  physicians  will  be  organized 
and  regulated  in  the  next  few  years.  Managed 
care  delivery  systems,  with  their  tight  organi- 
zation and  vertical  structure,  are  the  darlings 
of  governmental  planners  and  Wall  Street 
gurus.  At  least  15  percent  of  physicians  cur- 
rently provide  care  under  one  or  more  man- 
aged care  contracts. 

But....  there  are  clouds  on  the  horizon. 
Physician  ownership  of  managed  care  organi- 
zations has  been  steadily  declining  since  the 
mid  B)8()s  and  the  justice  department  and  the 
IRS  are  using  antitrust  legislation  and  tax 
laws  to  club  individual  physicians,  physician 
groups,  and  physician  networks  into  submis- 
sion to  cash-flush  “HMO”  organizations. 
Physician  autonomy,  both  medical  and  eco- 
nomic, has  been  tremendously  reduced.  Clini- 
cal guidelines  for  patient  treatment  and  recov- 
ery have  been  developed  not  by  doctors  but 
by  actuarial  and  consulting  firms.  Utilization 
review,  practice  parameters,  restricted 
provider  panels,  deselection,  and  onerous 
risk-sharing  arrangements  keep  physicians  in 
line.  In  some  organizations  it's  profit  over 
improved  patient  prognosis  and  transfer  of 
wealth  from  hospitals  and  physicians  to  man- 
aged care  companies  and  executives.  One 
HMO  paid  its  CEO  $18,671,131  last  year! 
Sure  beats  cheeking  for  hernias! 


Organized  medicine  and  physicians  as  indi- 
\iduals  must  move  to  rapidly  influence  as 
much  as  possible  and  as  positively  as  possible 
the  changes  underway  in  the  current  medical 
care  revolution.  However,  innuencing  change 
will  not  be  easy  and  requires  action  at  state, 
local,  and  national  levels.  You  can  obviously 
do  this  by  maintaining  your  membership  in 
your  county,  state,  and  national  AMA.  Fur- 
thermore, physicians  can  transcend  the  politi- 
cal and  economic  issues  because  only  they 
understand  real  quality  medical  care.  We  can 
take  die  lead  in  the  scientific  assessment  of 
quality  standards  and  continue  to  provide 
proper  and  adequate  patient  care  while  retain- 
ing the  personal  and  humanitarian  side  of 
medicine.  The  need  for  expert  physician 
providers  and  managers  will  increase  rapidly 
in  the  years  to  come  and  many  of  you  are  in 
responsible  positions  in  your  communities 
and  hospitals  which  will  allow  you  to  take 
this  lead.  The  focus  is  shifting  to  overall 
health  and  wellness  of  patients  (read  benefi- 
ciaries or  covered  lives)  rather  than  treating 
illness.  Who  better  to  know  about  health  and 
wellness  than  physicians?  Promote  your  pro- 
fession and  your  professionalism,  emphasize 
patient  and  physician  autonomy  with  choice, 
champion  irrefutable  medical  ethics,  advocate 
adequate  funding  for  medical  science  and 
research,  insist  on  safeguards  for  the  rights  of 
patients  and  physicians,  demand  reasonable 
standards  of  clinical  practice,  and  campaign 
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for  anti-trust,  insurance,  and  tort  liability 
reform.  Finally,  keep  in  touch  with  your  polit- 
ical friends  and  politicians  because  your  opin- 
ions do  mean  something  to  them,  even  if  they 
don’t  always  vote  your  way. 

Don’t  despair  and  don’t  given  up  as  great 
challenges  and  great  opportunities  lie  ahead 
of  us.  Each  of  us  can  make  a difference.  Max- 
imal llexibility  and  adaptability  on  the  part  of 
physicians  will  be  required  if  any  of  us  is  to 
salvage  our  career  much  less  an  adequate 


Letters  to  t(;e  Bclitor 

To  the  Editor: 

I would  like  to  congratulate  Dr.  Ned 
Nicholson  on  assuming  the  presidency  of  the 
SCMA  at  the  Spring  Meeting  held  this  past 
April.  His  experience,  personality  and  affabil- 
ity will  function  well  in  providing  leadership 
and  direction  to  the  SCMA  for  the  coming 
year. 

Dr.  Nicholson’s  theme — Physicians  and 
Their  Spouses  United  to  Confront  Eamily 
Violence — certainly  is  timely,  and  is  just  the 
type  of  issue  which  needs  public  exposure, 
discussion  and  resolution. 

The  Columbia  Medical  Society  ties  in 
strongly  with  this  theme  with  a program  we 
have  been  running  since  October,  1994.  Our 
Community  Concerns  Committee,  eo-chaired 
by  Drs.  Raymond  Bynoe  and  Erederick 
Greene,  has  developed  a Youth  and  Violence 
Program. 

The  program  involves  using  our  physicians 
in  the  local  school  districts  to  conduct  a pro- 
gram which  confronts  adolescents  and  their 
parents  with  information  regarding  the  effects 
of  violence  on  youth  in  our  local  community. 
We  utilize  current  state  and  local  statistics 
generated  by  a hospital  trauma  unit  in  con- 
junction with  the  local  police  department. 


income.  Calculated  financial  decisions  do  not 
have  to  replace  outstanding,  quality  health 
care  rendered  by  dedicated  and  devoted  pro- 
fessionals. 

R.  Duren  Johnson,  M.  D. 

Fifth  Medical  District  Trustee 
Elliott  White  .Springs  Memorial  Hospital 
800  West  Meeting  Street 
Lancaster,  SC  29720 


Our  program  has  been  received  with  consid- 
erable enthusiasm  by  the  education  communi- 
ty, and  we  have  received  plenty  of  assistance 
by  the  law  enforcement  community. 

We  have  not  yet  assessed  the  impact  of  our 
program  on  the  students,  but  the  participation 
by  our  physicians  and  appeals  from  parents 
and  educators  for  more  involvement  demon- 
strate the  need  for  us  to  be  a part  of  the  solu- 
tion. Dr.  Deborah  Prothrow-Stith,  an  internist 
who  regards  violence  as  a treatable  disease, 
through  the  AMA  assures  us  that  our  kids 
will  consume  OUR  TIME,  OUR  MONEY 
AND  OUR  RESOURCES.  It  is  a question  of 
whether  we  will  allow  it  to  be  early  on  (pre- 
ventive) or  later  (much  more  costly). 

We,  the  members  of  the  Columbia  Medical 
Society,  feel  that  our  program  on  violence  in 
the  schools  denotes  the  type  of  grassroots 
effort  that  enhances  the  overall  efforts  of  the 
South  Carolina  Medical  Association.  Eor 
more  information,  please  contact  Marge 
Ehrenclou,  CMS  Executive  Director  (765-1 
498). 

Gerald  A.  Wilson,  M.  D.,  President 
Columbia  Medical  Society 
1214  Henderson  Street 
Columbia,  SC  29201 
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lb  I lie  Hdilor: 

I am  wriliiig  in  response  to  the  letter  from 
William  II.  Hunter.  M.  I).,  (May,  199,‘i  issue 
of  ihe  Journal)  eoneerning  psyehiatrie  diag- 
nosis. He  stated  that  a diagnosis  of  depression 
“sometimes  eauses  the  patients  problems  with 
insuranee."  and  suggested  several  diagnostie 
eodes  to  use  for  patients  with  depression.  I 
am  eoneerned  about  inaeeuraeies  in  Dr. 
Hunter's  suggestions,  and  with  what  seems  to 
be  an  implieit  assumption  that  psyehiatrie 
diagnosis  is  so  vague  and  arbitrary  that  there 
is  no  need  lor  diagnostie  precision.  Erom 
1980,  when  DSM-111  was  published,  through 
the  present,  with  DSM-IV,'  psychiatric  diag- 
nosis has  been  based  upon  specific,  observ- 
able criteria,  and  the  reliability  of  psychiatric 
diagnoses  compares  quite  favorably  with  that 
of  the  rest  of  medicine. 

While  Dysthymia  is,  as  Dr.  Hunter  correctly 
notes,  coded  300. 4.  “depressed  several 
weeks"  is  an  inadequate  descriptor.  Patients 
with  Major  depressive  disorder  (single 
episode  or  recurrent,  and  with  or  without  psy- 
chotic features).  Bipolar  I disorder.  Bipolar  II 
disorder,  Cyclothymic  disorder.  Substance- 
induced  mood  disorder,  and  various  Adjust- 
ment disorders,  among  others,  could  all  be 
depressed  “for  several  weeks.”  For  some  of 
these  patients,  antidepressants  might  be  indi- 
cated, whereas  for  others  they  migllt  be  con- 
traindicated. The  hallmark  of  Dysthymic  dis- 
order is  a predominantly  depressed  mood  for 
two  years,  along  with  other  specific  inclusion 
criteria  in  the  absence  of  still  other  speciiic 
exclusion  criteria.  Because  300.4  is  the  code 
for  Dysthymic  disorder,  it  cannot  also  be  the 
code  tor  “Major  depression  (borderline  psy- 
chotic);" furthermore,  while  Major  depres- 
sion may  be  sufficient!  severe  to  include  psy- 
chotic features,  the  term  “borderline  psychot- 
ic” is  not  used  in  describing  mood  disorders. 
Also,  309.0  is  Adjustment  disorder  with 
depressed  mood  (not  “Adjustment  disorder 
(re:  specific  problems)”),  and  296.2  is  Major 
depression,  single  episode,  not  “Recurrent 
major  depression.”  One  of  the  five  items — 
Adjustment  disorder  with  mixed  anxiety  and 


depressed  mood — is  coded  correctly.  'I'hese 
are  not  merely  statistical  quibbles,  but  rather 
reneet  the  need  to  clearly  distinguisll  amollg 
disorders  with  a broad  spectrum  of  severities, 
widely  varying  courses  over  time,  and  dis- 
tinctly different  treatments.  Making  a psychi- 
atric diagnosis  requires  knowledge  of  many 
more  specific  factors  than  Dr.  Hunter’s  guide- 
lines seem  to  suggest;  it  seems  especially 
unfortunate  to  espouse  a casual  approach  to 
diagnosis  whell  instruments  are  now  avail- 
able that  allow  primary  care  physicians  to 
make  acceptably  accurate  psychiatric  diag- 
noses with  relatively  little  expenditure  of 
time.’^’  To  what  degree  primary  physicians 
should  treat,  as  well  as  diagnose,  psychiatric 
patients  is  a separate  issue:  while  some  non- 
psychiatric  physicians  may  provide  excellent 
treatment  for  some  depressed  patients,  recent 
evidence  suggests  that  underutilization  of 
psychiatric  expertise  saves  a little  money  at 
the  cost  of  poorer  patient  outcome.^ 

Surely  some  of  the  “problems  with  insur- 
ance” mentioned  by  Dr.  Hunter  reflect  insur- 
ers’ continuing  prejudice  against  patients 
with  psychiatric  illnesses,  even  when  those 
illnesses  are  strongly  “biologically”  (as 
opposed  to  purely  “psychologically”)  based. 
We  should  not  add  to  our  patients’  troubles 
by  supplying  insurers  with  diagnostic  codes 
that  are  misleading  or  clearly  wrong. 

Thomas  E . Steele,  M.  D. 

57  Smith  Street 
Charleston,  SC  29401 
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In  response: 


Mea  culpa!  Dr.  Hunter's  letter  was  meant 
to  be  a praetieal  suggestion  for  busy  primary 
eare  physieians.  I took  the  liberty  to  eondense 
his  submission.  F'rom  my  own  assoeiation 
with  Dr.  Hunter,  I ean  assure  I^r.  Steele  that 
Dr.  Hunter's  respeet  lor  psyehiatry  and  for 
the  intrieaeies  of  psyehiatric  diagnosis. 
Indeed,  in  these  and  in  so  many  other 
respeets,  he  sets  a very  high  standard  for  the 
rest  of  us! 

On  the  other  hand,  the  problem  that  Dr. 


Hunter  addresses  is.  in  my  opinion,  both  real 
and  valid.  My  experienee  has  been  that  while 
psyehiatrie  diagnoses  ean  sometimes  be  made 
in  a time-effieient  manner  (as  Dr.  Steele  sug- 
gests), approiiriate  eare  of  these  patients 
requires  eonsiderable  expenditure  of  time. 
Non-reimbursement  therefore  beeomes  a 
major  issue.  All  of  us  should  work  together 
toward  reetifying  this  generic'  issue. 

— CSB 
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ESTIENNE’S  DE  DISSEC  T/ONE 

C'haiies  Esliciiiic's  l)c  Dissc'ciionc  Partium 
Corporis  Humaui  Lihri  Pres  (Concerning  llic 
Dissection  of  Parts  of  tlie  Human  Body,  in 
Three  books)  was  given  to  the  Library  of  the 
Medical  University  of  South  Carolina  in  1975 
by  the  College  of  Dentistry  in  memory  of  Dr. 
James  W.  Colbert,  Jr.'  It  was  the  I ()(),()()()th 
volume  in  the  library. 

Published  450  years  ago,  in  1545,  De  Dis- 
sectione  has  been  described  as  second  only  to 
the  Fahrica  of  Vesalius  in  sixteenth  eentnry 
anatomic  illustration.  It  contains  62  fine,  full 
page  anatomical  woodcuts  done  by  three 
artists.  Because  the  work  was  15  years  in 
preparation  and  relied  heavily  on  the  Galenic 
tradition,  it  was  considered  out  of  date  before 
publication,  having  been  preempted  by  the 
Fahrica  in  1543. 

The  information  on  Estienne’s  life  (e.  1505- 
1564)  is  sketchy  but  intriguing.  He  was  a 
physician  from  a family  of  prominent  French 
publishers  who  eventually  gave  up  the  prac- 
tice of  medicine  to  take  over  the  family  busi- 
ness. His  firm  was,  for  a time,  printer  to  the 
King  of  France  and  issued  books  on  a wide 
range  of  scholarly  subjects,  one  of  which  was 
dedicated  to  the  Inquisitor  Guillaume  de  Bad- 


ly. This  was  perhaps  politic  since  Estienne’s 
brother,  Robert,  had  been  accused  of  “protes- 
tantism”  and  forced  to  seek  asylum  in  Gene- 
va. Charles  was  the  author  of  several  books 
on  gardening,  diet  and  anatomy. 

While  working  on  De  Disseetione  with 
Estienne  de  la  Riviere,  a surgeon  who  made 
the  dissections  and  helped  with  the  illustra- 
tions, Estienne  was  sued  by  Riviere  to  assure 
that  his  (Riviere’s)  efforts  would  get  due 
recognition.  The  case  delayed  publication  of 
the  book  for  six  years  and  resulted  in  a rather 
strange  title  containing  the  names  of  both 
men. 

Charles  Estienne  proved  to  be  a poor  busi- 
nessman. Accused  of  having  squandered  the 
family  fortune,  in  1561  he  was  arrested  either 
for  heresy  or  for  bad  debts  and  died  in  a Paris 
prison  in  1564. 

Betty  Newsom 

The  Waring  Historical  Library 
REFERENCE 

1.  Dr.  Colbert.  Vice  President  for  Academic  Affairs  at 
MUSC,  was  killed  in  a plane  crash  on  Wednesday, 
September  I 1.  1974.  During  his  five-year  tenure. 
Dr.  Colbert  played  a major  role  in  the  development 
of  the  statewide  system  of  health  education  and  in 
the  unparalleled  growth  of  the  university. 
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THE  ANNUAL  MEETING  OF  THE  AMA 
CHICAGO,  ILLINOIS  - JUNE  18-22, 1995 

REPORT  OF  THE  SCMA  DELEGATION 

WALTER  J.  ROBERTS,  JR.,  M.  D.* 


The  annual  meeting  of  the  American  Medical 
Association  was  held  in  Chicago,  Illinois, 
June  18-22,  1995.  In  addition  to  the 
delegation  to  the  meeting.  South  Carolina 
was  represented  by  SCMA  President  Ned 
Nicholson  and  President-elect  Carol  Nichols. 
Chief  Executive  Officer  Bill  Mahon  and 
Senior  Vice  President  and  Legal  Counsel 
Steve  Williams  were  also  in  attendance. 
South  Carolina's  member  of  the  AMA  Board 
of  Trustees,  Randy  Smoak,  adds  strength  and 
knowledge  to  our  delegation,  and  this  year. 
Dr.  Ed  Kimbrough  further  strengthens  our 
representation  as  delegate  from  the  American 
Orthopedic  Association.  This  is  a high  and 
richly  deserved  honor  accorded  Dr. 
Kimbrough  by  his  specialty  association,  and 
our  delegation  welcomes  him.  He  will  be,  we 
are  sure,  a major  force  in  our  national 
presence. 

I must  also  mention  the  presence  at  the 
meeting  of  many  of  the  wives,  since  they 
contribute  greatly  to  delegation  activities. 
Fran  Hawk,  Beth  Gaddy,  Patsy  Simmons, 
Suzanne  Weston,  Kitty  Nicholson,  Debbie 
Burton,  Nancy  Roberts  and  Diane  Williams 
must  be  thanked  for  all  their  help,  especially 
during  meetings  when  we  are  involved  in  an 
election,  as  will  be  discussed  below. 

We  were  honored  at  this  meeting  by  the 
appointment  of  Chris  Hawk  as  Chairman  of 
the  Reference  Committee  on  Amendments  to 
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Constitution  and  Bylaws.  Reference 
committees,  which  perform  much  of  the  work 
of  the  House  of  Delegates,  are  appointed  by 
the  Speaker  of  the  House,  and  such 
designation  to  a committee  is  considered  by 
everyone  to  reflect  upon  the  ability  of  the 
individual  and  the  delegation  from  which  he 
comes.  For  the  past  three  years.  South 
Carolina  has  been  represented  on  these 
committees. 

As  mentioned  above.  Dr.  Randy  Smoak  was 
up  for  reelection  to  the  AMA  Board  of 
Trustees,  Randy  having  served  his  first  three- 
year  tenn.  I am  happy  to  report  that  he  was 
reelected,  without  opposition,  to  this  high 
office.  It  should  also  be  recognized  that 
Randy  is  rapidly  advancing  in  prominence  on 
the  board,  having  been  elected  by  the  board 
members  as  the  At-large  Member  of  the 
Executive  Committee  of  the  Board,  and 
serving  in  the  important  job  as  Chairman  of 
the  Finance  Committee  of  the  Board. 

In  addition,  our  CEO,  Bill  Mahon,  was 
accorded  the  great  honor  of  being  elected  an 
affiliate  member  of  the  AMA.  This  is  a 
reflection  of  the  high  esteem  in  which  he  is 
held  by  the  AMA;  we  at  SCMA  recognize 
that  Bill  is  among  the  best,  if  not  the  best,  of 
state  executives,  and  we  feel  the  award  is 
richly  deserved. 

As  might  be  easily  imagined,  in  this  time  of 
much  change  in  the  profession  of  medicine, 
the  issues  raised  and  discussed  at  the  meeting 
are  many  and  vai'ied,  and  the  questions  raised 


often  answered  by  replies  which  are 
controversial  and  incomplete.  I can  only 
assure  you  that  hours  and  hours  of  careful 
deliberation  and  hours  and  hours  of 
thoughtful  discussion  by  many  dedicated  and 
capable  physicians  go  into  the  reports  and 
resolutions  which  come  out  of  the  house  of 
delegates  of  the  AMA. 

Two  issues  stand  out  as  paramount  as  I 
relate  to  you,  our  membership,  those 
deliberations  and  discussions;  (1)  the 
restructuring  of  Medicare,  and  (2)  the 
problems  surrounding  Managed  Care,  as  it  is 
being  thrust  upon  the  patients  and  physicians 
of  our  country.  The  latter  issue  has  become  so 
complex  and  divisive  as  it  increases  its 
“penetration”  that  it  would  require  many, 
many  reports  such  as  this,  so  I will  endeavor 
to  touch  upon  only  one  or  two  of  the  most 
confounding  of  its  complexities,  especially 
upon  “Point  of  Service”  contracting,  and  the 
ethical  issues  which  pervade  this  new  method 
of  delivering  medical  care. 

MEDICARE  TRANSFORMATION: 
CURRENT  STATUS 

Since  It  seems  clear  that  there  shall  be 
changes  in  the  Medicare  program,  AMA's 
Board  and  House  have  been  greatly  involved 
in  developing  ideas  about  how  these  changes 
should  be  made.  There  exists  in  the  minds  of 
our  AMA  leadership  that  the  current 
Congress,  as  exemplified  by  Speaker 
Gingrich,  will  be  responsive  to  those 
suggestions  offered  by  organized  medicine, 
where  the  “Health  Reform”  initiatives  of  Mrs. 
Clinton  and  Mr.  Magaziner  seemed 
determined  to  exclude  physicians  from  any 
meaningful  input. 

The  AMA's  Board  prepared  a report  on  the 
issue  which  recommends  that  the 
fundamental  goal  of  any  change  in  Medicare 


should  remain  high  quality  and  accessible 
health  care  for  the  elderly,  and  that  best  value 
can  be  achieved  by  involving  the  medical 
profession  in  the  design  and  implementation 
of  such  a program.  Further,  the  statement 
suggests  that  in  the  changes  directed  toward 
enhancing  fiscal  solvency,  there  needs  to  be 
an  option  for  Medicare  recipients  to  access 
private  health  care  coverage,  with  a defined 
contribution  by  the  Federal  Government 
equal  to  an  actuarially  established  value  of 
the  contribution  the  “traditional”  Medicare 
patient  receives.  It  is  felt  by  AMA  that  this 
will  improve  fiscal  solvency  of  the  Medicare 
program,  and  allow  those  patients  who  can 
afford  and  who  desire  private  care  to  avail 
themselves  of  such  care. 

The  report  further  states  that  AMA  policy 
should  include  approaches  which  restructure 
Medicare  beneficiary  deductibles  and 
coinsurance  while  increasing  patient  choice 
and  maintaining  beneficiary  protection  in 
Medigap  coverage.  Incentives  should  be  in 
place  which  encourage  patients  to  seek  out 
“preventive  services”  in  this  effort  to  improve 
the  fiscal  solvency. 

Further,  and  even  more  in  depth,  policy 
recommendations  refer  to  issues  such  as 
RBRVS  conversion  factor  establishment, 
reduction  in  Medicare  funding  of  residency 
programs,  and  protection  of  physicians  in 
negotiations  with  health  care  plans,  since 
anti-trust  violations  remain  a concern. 

The  policy  statement,  which  is  Board  of 
Trustees  Report  44-A-95,  is  expansive,  far- 
reaching  in  its  scope  and  worthy  of  your 
reading  in  its  entirety.  It  is  also  timely,  since 
written  in  response  to  requests  from  Congress 
and  from  the  Administration  for  elaboration 
of  AMA  policy.  We  can  only  hope  much  of 
what  comes  out  of  the  current  plans  for 
Medicare  change  incorporates  the  report's 
suggestions.  Speaker  Gingrich  did  appear,  via 
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TV  satellite  hook-up,  at  the  meeting.  He 
discussed  his  plans  for  Medicare  changes, 
indicating  there  will  be  proposed  a “menu”  of 
perhaps  seven  alternatives  offered  Medicare 
recipients,  included  in  which  will  be  options 
for  access  to  fee-for-service  medicine  where 
Medicare  funds  may  be  used  by  the  recipient, 
probably  in  the  form  of  a voucher.  Managed 
care  options  through  HMOs  are  also 
prominently  mentioned  among  the  plans. 

MANAGED  CARE:  “POINT  OF 
SERVICE” 

Even  the  most  staunch  defenders  of 
conventional,  fee-for-service  medicine  now 
concede  that  there  is  an  inexorable  movement 
in  the  country  toward  “managed  care.”  The 
concern  in  all  of  us  should  be,  first,  that 
quality  care  of  our  patients  not  be  sacrificed 
in  the  name  of  cost  savings.  This  is  the  basic 
premise  of  the  Patient's  Protection  Act, 
advanced  through  Congress  by  AMA,  fought 
at  the  national  level  by  the  insurance  industry. 
Chambers  of  Commerce,  labor  unions  and 
others. 

The  issue  of  Point  of  Service  contracting  in 
managed  care  has  stimulated  much  debate. 
Proponents  avow  that  such  contracts  allow 
the  patient  member  of  the  HMO  or  PPO  to 
select  his  own  physician,  a situation  we  all 
would  seem  to  desire.  Opponents  of  such 
contracts  cite  the  increased  expense  to  the 
patient  and  to  the  plan  in  which  the  patient  is 
enrolled,  and  the  lack  of  control  over 
utilization  and  quality  of  care  which  will 
occur. 

Several  resolutions  were  brought  to  the 
House  of  Delegates  which  advocated 
“mandating”  point  of  service  benefits  in  any 
and  all  managed  care  contracts.  This  idea  was 
defeated,  the  House  instead  advocating  the 
“offering”  in  all  plans  of  Point  of  Service, 


with  the  suggestion  that  any  additional 
expense  to  the  patient  and  to  the  managed 
care  entity  be  nominal.  AMA  policy  has 
always  referred  to  “pluralistic”  approaches  to 
the  provision  of  health  care,  and  the  idea  of 
“mandates”  is  abhorrent  to  many.  Further,  it 
must  be  realized  that  a huge  segment  of 
physicians  over  the  country  now  derive  the 
major  part  of  their  income  from  managed 
care  contracts,  and  the  financial  viability  of 
those  contracts  is  quite  important  to  those 
physicians. 

It  is  clear  that  physicians  will  support 
managed  care,  as  long  as  they  are  treated 
fairly.  The  use  by  the  managed  care  entity  of 
unilateral  decisions  which  adversely  affect 
physicians  is  increasingly  common  as 
competitioti  among  managed  care  plans 
becomes  more  intense. 


OTHER  ITEMS  OF  BUSINESS 

Numerous  other  items  of  business  were 
discussed  which  bear  heavily  on  all 
physicians  in  this  time  of  change: 

* A long-standing  law  called  the 
McCarran-Ferguson  Act  allows  the 
insurance  industry  to  negotiate  fees  and 
charges  where  physicians  cannot,  the  so- 
called  “un-level  playing  field”  protected 
by  anti-trust  laws.  AMA  is  working  for 
repeal. 

• Continued  efforts  are  being  made  to 
repeal  CLIA,  and  there  is  now  some 
genuine  hope  of  success.  Other  similar 
proposals  have  been  advanced  to  repeal 
OSHA,  but  it  is  clear  that  what  we  need 
to  strive  to  achieve  is  intelligent  and 
meaningful  OSHA  regulations,  as 
opposed  to  many  of  the  current 
regulations  which  seem  designed  to 
irritate  physicians,  and  cause  them  to 
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spend  time  and  money  needlessly. 

• AMA  must  seek  to  preserve  the  “safety 
net”  of  Medicaid  for  truly  indigent 
patients,  which  many  feel  may  be 
threatened  by  distribution  of  money  to 
the  states  through  “Block  Grants.” 

• There  is  concern  in  some  that  federal 
initiative  toward  tort  reform  for  medical 
liability  may  preempt  some  states'  more 
desirable,  existing  laws.  These  states 
want  protection  against  such  invasion. 

• Some  feel  that  health  plans  heretofore 
protected  by  ERISA  regulations  should 
be  required  to  provide  certain  services 
such  as  immunizations.  This  might  lead 
to  changes  in  ERISA  laws. 

• Alternatives  must  be  sought  for 
credentialing  and  certifying  physicians. 
Such  certification  is  increasingly 
important  because  of  managed  care 
qualifications,  but  is  costly  to  the 
physician,  often  capricious  in  testing  and 
certifying.  AMA  and  the  American 
Board  of  Medical  Specialists  (ABMS) 
are  seeking  some  solutions. 

• In  this  era  of  increasing  utilization  of 
non-MD  personnel  such  as  Physician 
Assistants  and  Nurse  Practitioners,  AMA 


policy  must  continue  to  reinforce  the 
premise  that  the  physician  be  responsible 
in  supervising  and  in  designing 
protocols. 

Since  it  appears  unerringly  true  that  the 
insurance  industry  and  entrepreneurs  in 
providing  managed  care  plans  are 
reaping  huge  benefits,  is  it  most 
reasonable  to  require  them — at  least 
encourage  them — to  pay  part  of  the  bills 
for  medical  education?  Also,  if  everyone 
is  getting  “managed  care,”  what  about 
our  reported  37  million  uninsured  or 
underinsured  people?  Shouldn't  some 
help  come  from  the  “managed  care” 
industry  for  them? 

I am  certain  that  I have  not  touched  upon 
many  important  issues  and  once  more  I 
recommend  your  reading  the  actions  of  the 
AMA  House  of  Delegates  which  will  be 
reported  in  AM  News  and  elsewhere.  Please 
understand  that  your  South  Carolina  AMA 
delegation  is  a dedicated  and  visible  one,  that 
we  are  working  for  what  we  feel  to  be  the 
best  interests  of  South  Carolina  physicians  at 
the  national  level.  If  you  have  an  idea  or  a 
problem  which  you  feel  should  be  brought  to 
the  AMA,  let  your  SC  delegation  hear  from 
you.  We  appreciate  the  opportunity  to  serve 
you  and  to  serve  our  patients  who  continue, 
as  always,  to  be  our  greatest  concern.  □ 
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MY  ALLIANCE  WITH  THE  CLASS  OE  1970 


Last  weekend,  my  husband  and  I joined  his  MUSC  elassmates  and  their  families  for  their  25th 
reunion  eelebration.  In  his  elass  of  81  students,  three  were  female,  and  25  were  married.  All  of 
us,  students  and  spouses,  worked  full  or  part-time,  sometimes  three  jobs,  to  get  to  graduation  four 
years  later.  We  were  a team.  I grew  close  to  our  spouses  group  in  WASAMA.  Throughout  Vasa's 
post-graduate  training  years  in  the  Navy.  I joined  other  physician’s  wives  clubs.  In  1980,  in  pri- 
vate practice,  my  membership  in  this  medical  auxiliary  began.  Membership  in  the  Lexington 
County,  SCMA,  AMA  Auxiliaries  gave  me  a variety  of  opportunities  for  personal  growth  and 
support  of  medicine,  our  community,  friends  and  family: 

* AMA-ERF  — 24  counties  and  state  raftle  raised  $35, GOO  for  medical  education. 

* County  health  projects  and  scholarships  — Annual  fundraising  up  to  $25,000  in  many 
counties  across  the  state. 

* Joint  projects  with  SCMA  — Health  Education  Van  and  SAVE  — “Stop  America’s 
Violence  Everywhere” 

Benefits  for  your  spouse  are:  social  contact  with  spouses  who  are  working  professionals, 
community  volunteers,  male,  retired  or  widowed,  or  student/resident;  educational  seminars,  per- 
sonal resume  service,  physician  family  support,  financial  planning  and  insurance;  and  “One 
Voice”  with  1,429  state  and  60,000  national  alliance  members  on  health  care  issues.  World-wide 
hotel  and  car  rental  discounts  and  the  publications — SCAN,  Facets,  and  Newsline. 

As  a physician’s  spouse  since  1970  and  an  alliance  member  since  1980,  1 invite  you  to  give 
your  spouse  the  gift  of  membership  in  SCMAA  and  AMAA. 

For  alliance  membership  information  contact  the  medical  society  auxiliary/alliance  in  your 
county  or 


Mrs.  Vasa  W.  Cate,  SCMAA  Membership  Chairman 

600  Regatta  Rd.,  Rt.  2 

Columbia,  S.C.  29212,  (803)  781-5250 


July  1995 
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Use  Every  Viftit  To: 


• check  immuniztition  records 
• f^ive  every  needed  vaccine 

• educate  parents 
about  immunh-ation 

• schedule  the  next  \ 

imni un is^ttion  appoi ntmen t 

• For  more  information  about 
current  guidelines,  and  true 

contraindicrttions,  call 

1-HOO-CDCSHOT.  i 


Keep  immunizations  up  to  date 


Make  Every 
Visit  Count 


A Public  Service  of 
This  Publication 


U.S.  Department  of  Health  and  Human  Services 


This  space  contributed  as  a public  service. 


trust  /trust/n  1:  La  firm  belief  in  the  hon- 
esty and  integrity  of  a person  or  thing.  2. 
confident  expectation  or  anticipation,  as 
in  the  American  Cancer  Society  leading 
the  way  to  find  a cure  for  cancer.  3.  to 
have  trust  in  the  future,  as  in  the  goal  of 
the  American  Cancer  Society  to  save  12 
million  lives  by  the  year  2001.  4.  keeping 
care  and  custody,  as  in  America’s  oldest 
and  largest  volunteer  health  organiza- 
tion: the  American  Cancer  Society.  5.  to 
stand  by,  to  be  available,  as  in  this  num- 
ber; 1-800-ACS-234S,  your  personal 
access  to  answers  about  the  causes,  pre- 
vention and  early  detection  of  cancer.  6. 
to  hope,  as  in  the  Sword  of  Hope,  symbol 
of  our  steadfast 
determination  to 

make  cancer  a thing  AAAERICAN 
of  the  past  SYN.  ^ CANCER 

TO  BELIEVE  f SOaETY’ 


THERE’S  N0TNIN6M6HTIER  THUN  THE  SWORR. 


()R/\n(;kiuik(;  and  ( alhodn  ( oun- 

'I’lES  have  inaclice  opportunities  for  graduat- 
ing resirlents/rellows  and  experienced  praeti- 
tioners  in  tlie  following  specialties:  Emergen- 
ey  Medicine,  Family  l^raelice,  Orlhopedie 
Sports  Medicine  and  Urology.  Fraetiee  incen- 
tives and  relocation  assistance  arc  available. 
Contact  Dr.  Chennol,  The  Regional  Medical 
Center  at  (HOO)  S66-6045. 


ST.  JUDE  CHILDREN'S 
RESEARCH  HOSPITAL 

Ihtnny  7 /io/Hii.s,  founder 

Searching  for  the  Cure. 

1-800-877-5833  for  information 
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Thornton  & Thome  give  the  medical  community  something  to  think  about  this  month. 


PREMIUMS  FOR  TERM  LIFE  INSURANCE 

TO  INCREASE 

New  Regulations  Will  Increase  Cost  and  Premium  Guarantee 
for  Policies  Purchased  after  January  1,  1996 

New  regulations  will  increase  the  cost  and  impact  the  design  of  term  life  insurance 
policies  purchased  after  January  1,  1996.  The  new  law  will  cause  an  increase  in 
premiums  and  a decrease  in  the  time  period  for  which  premiums  are  guaranteed 

Insurance  companies  will  be  adapting  their  policies  for  compliance  between  now  and 
January  1.  This  means  you  still  have  the  opportunity  to  purchase  term  policies  with 
today's  lower  cost  and  longer  premium  guarantee  but  you  should  act  now  to  preserve 
these  benefits. 

Many  companies  currently  offer  term  policies  which  guarantee  that  premiums  will 
remain  level  for  10,  15,  or  even  20  years.  However,  industry  authorities  predict  that  the 
longest  guarantee  will  decrease  to  five  years  after  the  regulation  is  effective 

Term  insurance  provides  the  most  death  benefit  for  the  lowest  initial  premium  because 
it  is  pure  insurance  (i.e.  the  policies  do  not  accumulate  cash  value)  Many  physicians 
prefer  term  insurance  because  they  can  purchase  an  adequate  amount  of  protection  for 
a reasonable  outlay. 


Premiums  for  current  term  policies  have  been  driven  extremely  low  by  competition. 
Insureds  who  do  not  use  tobacco,  and  especially  those  who  qualify  as  preferred  risks, 
can  purchase  term  insurance  with  guaranteed  premiums  at  a level  unimaginable 
only  a few  years  ago. 

The  following  are  sample  monthly  premiums  for  male  non-smokers  for  $500,000  of  term 
life  insurance.  Premiums  are  shown  for  standard  and  preferred  risk  underwriting 
categories.  The  premiums  remain  level  for  10  years  and  are  guaranteed  not  to 
increase.  Premiums  for  females  are  even  lower. 


AOB  ^ 

1 

1 

5K 

30 

$56 

$36 

35 

61 

41 

40 

86 

61 

45 

121 

81 

50 

181 

121 

55 

266 

176 

60 

396 

261 

These  contracts  provide  excellent  value  but  1995  may  be  your  last  chance  to  buy  them. 
If  you'd  like  information  on  these  policies,  please  call  us  at  800-742-3669.  We'll 
forward  an  illustration  to  you.  Take  advantage  of  this  opportunity;  you'll  be  glad  you 
did. 


Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax  advice.  Only 
your  attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Scrri)i^i>  the  iiicnihcrs  of  the  South  Ccirolimi  Medical  Community. 
P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1 -800-742-3669 
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You  are  invited  to  review  our  Medical  Office  Manager ... 

I a system  for  the  21st  Century 

[ 

I 

< 

Fox  Meadows  Software,  Limited 
2 West  Wessex  Way 
Blythewood,  S.C.  29016 

I I 
■ I 

||  We  have  been  serving  medical  offices  throughout  American  through 
mail  order  sales  for  over  eight  years.  We  have  expanded  to  direct 
services  in  five  states  and  look  forward  to  speaking  with  you. 

Take  time  to  compare  the  FMS  advantage  and  support  services  to  your  current 

system  and  service  fees 

Call  (803)  754-4290  or  (800)  754-7213  for  additional  information  or  an  initial 

on-site  review  of  your  needs. 


Medical  Office  Software, 

that: 

Supports  personal  computers  that  run  DOS,  Windows 
No  End  of  Day  or  Monthly  close-outs  required 
Select  reports  by  entering  a from  and  to  date 
Multiple  user,  Relational  Database  with  Real-Time  updates 
Easy  to  use  screens  with  pop  up  help  windows 
The  most  civilized  and  cost  effective  software  available  today 
Electronic  claims.  Scheduler,  Imaging,  and  Voice  Recognition 
Over  75  industry  standard  reports  and  still  going 
No  corrupted  databases  because  of  power  failures 
Interfaces  with  other  popular  Microsoft  products  ( Excel,  Word  ) 
ji  Create  your  own  databases,  extract  data  for  reports 

; Medication  capture  and  contraindicated  medicine  checking 

i Export  and  import  Patient  data  to  other  offices  electronically 

^ Fax  your  prescriptions  to  Pharmacies  via  a modem 

Unlimited  clinical  and  statistical  reporting  of  your  data 
I Year  2000  ready 
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We  couldn’t  be  happier  with  CompuSystems’  Medical  Insurant 
Processing  and  Billing  system. 


Stanmore  E.  Reed,  M.D.,  OBIGYN  Associates,  Columbia, \ 


Features  that  can’t  be  beat 

“When  we  first  began  automating  our 
praetice.  we  hired  a eonsultant  to  help  us 
evaluate  different  computer  systems. 
After  all  the  results  were  in, 
CompuSystems’  Medical  Insurance 
Processing  and  Billing  System  won 
hands  down.  The  system’s  features, 
combined  with  the  company’s  support, 
made  an  unbeatable  package.  That  was 
in  1986,  and  we  couldn’t  be  happier  with 
the  decision  we  made." 

Managing  business  office  complexity 

“We  have  four  physicians  rotating 
between  two  offices,  so  billing  and 
insurance  filing  in  our  practice  can  be 
pretty  demanding.  CompuSystems 
makes  it  all  manageable.  The  system 
gives  us  the  infonnation  we  need  on  our 
bills  and  receivables,  and  being  able  to 


file  claims  electronically  is  a big  benefit. 
And  frankly,  we  couldn’t  function 
without  the  optional  Appointment 
Scheduler  module.  The  Scheduler 
makes  coordinating  multiple  doctors  and 
locations  much  easier  than  it  would  be 
manually  — you  can  schedule  an 
appointment  at  any  time  from  any 
workstation.  It’s  a real  life-saver.” 

Helpful  staff  with  the  support  you  need 

“Since  we  have  workstations  at  both 
sites,  all  tied  together,  support  is  a key 
factor  for  us.  Maintaining  a complex, 
cross-town  computer  network  isn’t  easy. 
The  on-site  seiwice  and  phone  support 
we’ve  gotten  have  been  excellent,  and 
the  staff  is  so  nice  and  helpful. 

“We’ve  just  been  extremely  satisfied 
with  CompuSystems.” 


CompuSystems  is  the  choice  of  tm 
South  Carolina  physicians  than  aij 
other  vendors  combined. 

Electronic  filing  directly  to 
Carolina  BCIBS,  Medicare,  and 
Medicaid  with  noper-claim  char^ 

Features  to  maximize  return, 
improve  cash  flow,  and  increase 
productivity. 

“One-call,”  total  system  support! 
including  on-site  hardware  xe/T/rtl 


tSystemt 


INC. 

Call  now  for  details:  800-800-647fJ 


RAWCIS  A.  COUNTWAY 
JRAftY  OF  MEDICINE 
BOSTON,  MA 

AI^.2  9 1995 
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FETAL  ECHOCARDIOGRAPHY 
VASECTOMY  REVERSAL 
LITHOTRIPSY  FOR  STAGHORN  CALCULI 
“THE  GOOD  GIFT” 


Charleston,  SC^s  Only  Private  Island 


An  Oceanfront  Retreat 
to  Call  Your  Oum... 
Minutes  from  Historic 
Charleston  and  the 
International  Airport 


Located  only  a nine-miniite  terry  ride  north  of  tlie 
Isle  of  Palms  lies  one  of  the  South’s  last  barrier 
islands  available  for  development  and  the  Charleston 
area's  only  private  island. 

Unlike  other  islands,  there  are  no  restaurants, 
lounges,  or  golf  courses  for  outsiders  to  visit,  while 
invading  the  privacy  of  homeowners. The  only  visitors 
on  Dewees  are  guests  of  property  owners. 

This  boat-access  island  is  unique  in  other  ways. . . 
a clean,  wide  beach  stretches  for  over  2'/i  miles, 
development  plans  carefully  protect  the  island's 


natural  environment,  transportation  is  restricted  to 
electric  vehicles,  and  a properp’  owner's  ferry  runs  on 
schedule.  In  addition,  en\  ironmental  covenants  limit  the 
number  of  homes  to  only  150. 

The  location  of  the  island  is  extraordinary. . .its 
pristine  surroundings  are 
perfect  for  fresh  & saltw^atei 
fishing,  crabbing,  shrimp- 
ing, and  oystering,  yet  it’s 
just  minutes  to  downtown 
Charleston  and  the  Interna- 
tional Aiq^ort. 

Come  explore  Dewees, 
truly  a private  island  to  call 
your  own.  Prices  start  at 
$165,000,  with  two-acre 
oceanfront  lots  starting  at 
$3-10,000. 

(iall  l-800~t44-7352  or 
(803)  886-8783. 

Pat  Ross,  Broker-In-Cbarge, 

Dewees  Iskuid  Rea!  Estate,  Inc. 

Obtain  the  property  report  required  by  federal  law  and  read  it  before  signing  anything.  No  federal 
agency  has  judged  the  merits  or  value,  if  any,  of  this  property.  This  advertisement  shall  not  be  deemed 
an  offer  to  any  resident  of  any  state  where  prior  registration  is  required.  Void  where  prohibited. 
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PAD)  IV  Plus 
can! 


She  took  the  baby  to  the  specialist  only  once. 
The  name's  on  the  tip  of  her  tongue,  she  just 
can  Y remember.  Can  she  get  back  to  you? 

Mix-ups  like  this  throw  your  practice’s  schedule  off 
and  frustrate  patients.  So  head  off  problems,  and  nin 
your  office  smoothly  with  PAID  IV  Plus. 

PAID  IV  Plus.  Companion  Technologies’  private 
label  version  of  Tlie  Medical  Manager*,  is  tlte 
complete  practice  management  software  system 
that's  easy  to  use.  Witli  just  a few  simple  keystrokes, 
you'll: 

Track  incoming  and  outgoing  referrals 

Retrieve  clinical  records 

Schedule  patient  appointments,  personnel, 
rooms  and  equipment 

Maintain  insurance  information,  such  as 
deductibles  and  coverage  dates 

Track  copayment  amounts 

PAID  IV  Plus  Ccin  perfonn  viiiutilly  eveiy  office 
task  there  is.  And  you’ll  get  all  the  credit. 

Learn  what  else  PAID  IV  Plus  can  do  for  you. 

Call  Companion  Technologies  for  infonnation  or 
to  schedule  a system  demonstration. 


1-800-382-PAID  (7243) 
or  fax  (803)  699-2384 

PAID  IV Plus.  Because  patients  can't  remember 
everything,  and  you  have  to. 


PAIDIV 

Plus 

Companion  Technologies 

Modern  technology  for  practice  management. 


PHYSICIAN’S  VACATION  HOME 
EXCHANGE 


Circa!  Vacation  Savings 


Rent  Free  Vacation  Home  Exchanges 
Rental  Listings  for  Second  Homes 

USA  and  Other  Countries 


Free  Brochure 

548  Mary  Esther  Cutoff,  Suite  312 
Ft.  Walton  Beach,  FL  32548 

Phone  800-839-8956 
Fax  904-651-3786 
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Improve  your  ear  for  business. 

Pearkorder  S830  Microcassette  Portable  Recorder 


Conference/Dictation  Microphone  Settings 

For  ideal  .sound  clo.se  or  far. 

Dual  Tape  Speeds  Records  up  to  3 lirs,  f)n 
an  XZ-90  tape. 

Easy,  One-handed  Control 
Tape  Counter  Lets  you  quickly  find  a passage 
on  tire  tape. 

Recording/Battery  Indicator  So  you  re  never 
surpri.sed  by  a power  lo.ss. 

Auto  Off  Conserc'es  battery  power. 

Carrying  Case 


Special 

Pricing 

Never 


$169.00 

m / s s a 


n 


OUTMPUS 


TELECO  DICTATION  SYSTEMS 

III  KXECl  TIVK  CKNTKR  DRIVE.  SI  ITE  221 
(OElMBI\,SC  29210 

1 -800-994-5507  ( 803 ) 798-390 1 


PKesiaenK  Rage 

mana(;ki)  cark  questions 

In  my  June  President's  Page  in  The  Journal,  1 disenssed  problems  that  1 have  eneoimtered  with 
managed  eare  plans.  I have  reeeived  several  responses  from  around  the  state  which  have  encour- 
aged me  to  write  more  on  tlie  subject.  Physicians  should  investigate  a plan  before  signing  a con- 
tract. Questions  to  ask  are; 

• Who  owns  the  plan?  Are  physicians  represented  in  its  governing  board? 

• Is  the  plan  operating  profitably?  Ask  for  a financial  statement. 

• Does  the  plan  maintain  solvency  insurance?  If  so.  will  it  cover  physician  claims? 

• Is  the  plan  properly  licensed  in  SC?  HMOs  are  required  to  be  licensed.  PPOs  are  not. 

• Who  are  participating  physicians  and  hospitals?  How  often  is  the  list  updated? 

• Does  the  plan  intend  to  contract  with  competing  physicians? 

• What  is  the  current  number  of  enrollees? 

• What  is  the  plan’s  history  of  returning  withhold  amounts? 

• Which  employers  are  offering  the  plan? 

• Ask  for  a sample  of  the  plan's  explanation  of  benefits  which  should  show  the  amount 
charged,  the  amount  allowed,  eo-payment.  and  deductible. 

• On  what  basis  does  the  plan  pay?  Discounted  fee  for  service?  UCR?  RBRVS  or  capita- 
tion? How  does  the  plan  calculate  this? 

• Is  there  training  for  the  office  staff? 

• If  the  physician  has  a CLIA  approved  lab,  will  the  plan  pay,  or  will  lab  work  have  to 
be  referred  out  ? 

• Is  there  a toll-free  number  to  call  for  verification  of  benefits  or  problems? 

• What  will  the  plan  pay  for  the  physician's  20  most  frequent  services  by  CRT  code? 

Answers  to  these  questions  should  give  you  a good  overview  of  the  plan  and  should  be  given  in 
writing.  In  addition,  you  must  read  your  contract  thoroughly  and  attempt  to  negotiate  undesirable 
clauses,  such  as  “most  favored  nation”  clauses  and  termination  of  contract  without  cause  clauses. 
A physician's  right  to  terminate  the  contract  must  be  spelled  out.  Negotiations  are  more  success- 
ful if  you  are  needed  by  the  plan  in  your  geographic  areas,  or  if  you  negotiate  as  part  of  a group. 

Capitation  plans  will  become  more  common  in  the  next  few  years  and  present  many  pitfalls  for 
the  physician.  You  must  know  how  much  it  costs  to  deliver  a service,  or  you  may  lose  money. 
You  must  know  whether  you  assume  full  risk  or  have  a shared  risk  contract.  You  must  know  the 
number  of  enrollees  you  will  have  and  their  ages  and  sex,  as  older  patients  may  use  more  ser- 
vices and  young  females  will  use  more  obstetrical  services.  The  plan  must  provide  “stop-loss 
insurance."  Without  it,  several  very  sick  patients  may  eat  up  your  entire  year's  profits.  You  proba- 
bly cannot  negotiate  fees,  as  plans  like  to  keep  these  at  their  standard  rate,  but  you  may  be  able  to 
negotiate  concessions  such  as  fee  for  service  until  you  build  up  enough  enrollees  to  make  capita- 
tion work  in  your  practice. 

Physicians,  educate  thyselves. 


Benjamin  E.  Nicholson,  M.  D. 
President 
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FETAL  ECHOCARDIOGRAPHY:  A REVIEW  OE 
1,028  CONSECUTIVE  EXAMINATIONS 

DIANE  KOEHLER,  R.  D.  C.  S. 

KARLA  B.  MEYER,  R.  D.  C.  S. 

CHARLES  H.  KLINE,  R.  D.  M.  S. 

DEREK  A.  FYFE,  M.  D.,  PH.  D.* ** 


In  October  1984,  a program  of  fetal  echocar- 
diography was  begun  at  the  Medical  Universi- 
ty of  South  Carolina.  We  published  our  initial 
experience  in  July  1987  with  100  cases.'  Since 
that  time,  fetal  echocardiography  has  become 
more  widely  known  as  a diagnostic  discipline, 
and  more  widely  accepted  amongst  obstetri- 
cians and  perinatologists  as  a useful  asset  in 
patient  care.-  Additionally,  with  improvements 
and  technology,  more  detailed  examinations, 
including  two-dimensional  and  color  Doppler 
flow  studies,  can  be  performed.^ 

To  examine  the  utility  of  this  technique  in  a 
large  group  of  patients  and  to  delineate  our 
spectrum  in  diagnoses,  we  report  our  experi- 
ence over  the  last  four  and  a half  years  of 
1,028  consecutive  fetal  echocardiograms. 

MATERIALS  AND  METHODS 

From  January.  1990  to  June.  1994,  all  cases  of 


*From  the  South  Carolina  Children's  Heart  Center,  Medi- 
eal  University  of  South  Carolina,  Charleston.  SC. 

** Address  coiTespondence  to  Dr.  Fyfe  at  The  Children's 
Heart  Center,  Emory  University,  2040  Ridgewood  Drive. 
NE.  Atlanta,  GA  30322. 


fetal  echocardiography  performed  at  the  Med- 
ical University  of  South  Carolina.  Division  of 
Pediatric  Cardiology,  were  reviewed.  Exami- 
nations were  performed  using  various  ultra- 
sound machines  (Acuson  XP  128.  Interspec 
Apogee  CX  2()0.  and  ATE  Ultramark  9). 
Examinations  were  performed  with  3,  5 or  7.5 
mHz  transducers.  In  each  case,  a brief  exami- 
nation with  color  flow  Doppler  echocardiog- 
raphy was  performed  to  demonstrate  patency 
and  competence  of  cardiac  valves  and  vessels. 
M-mode  examinations  were  done  in  patients 
in  whom  fetal  arrhythmia  characterization  was 
required. 

RESULTS 

The  data  were  reviewed  by  referral  diagnosis 
(Table  1 ). 

There  were  263  (25.6%)  referrals  because 
of  an  abnormal  obstetric  ultrasound  examina- 
tion in  which  either  hydrops  fetalis,  a two- 
vessel  umbilical  cord,  pericardial  effusion 
and/or  an  apparently  abnormal  heart  structure 
was  seen.  The  cardiac  defects  diagnosed  are 
listed  in  Table  2 and  occurred  in  20  percent  of 
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l AIW.K  I 

Fetal  Cardiac  Referrals  ( 1,028) 
Indications  tor  Cardiac  Study 


Abnormal  OB  scan 

263 

l aindy  hx  ol  CHI) 

229 

Maternal  illness 

190 

Fetal  arrhythmia 

177 

Preterm  labor 

120 

Maternal  drug  usage 

49 

these  referrals. 

Tlie  seeond  most  eommon  referral  was  due 
to  a family  history  of  congenital  heart  disease 
in  229  (22.3%),  e.  g..  a mother,  father  or  sib- 
ling who  had  congenital  heart  disease.  Only 
four  of  these  cases  were  abnormal,  including 
one  ventricular  septal  defect,  one  atrioventric- 
ular septal  defect,  one  with  tetralogy  of  Fal- 
lot, and  one  patient  with  premature  atrial  con- 
tractions. giving  1.7  percent  of  these  refemils 
as  abnormal. 

Maternal  illnesses,  including  patients  with 
diabetes  mellitus.  systemic  lupus  erythemato- 
sus. or  a preceding  viral  illness,  were  the  rea- 
son seen  in  190  ( 18.5%)  of  referrals,  and  six 
of  these  were  abnormal,  including  one  trans- 
position of  the  great  vessels  with  pulmonary 
stenosis,  two  single  ventricles,  one  of  whom 
had  a hypoplastic  aorta,  one  atrioventricular 
septal  defect,  one  mass  within  a papillary 
muscle,  and  one  patient  with  premature  atrial 
contractions. 

There  were  177  (17.2%)  patients  referred 
for  suspected  fetal  arrhythmias.  43.5  percent 
of  whom  where  found  to  have  arrhythmias  at 
the  time  of  the  examination  and  the  mecha- 
nism of  the  arrhythmia  was  characterized  by 
fetal  echocardiography  (Table  3). 

■Sixty-four  patients  had  conducted  or  non- 
conducted  premature  atrial  contractions 
(PAC).  five  had  sustained  supraventricular 
tachycardia  (SVT).  two  had  sustained  brady- 
cardia. two  had  atrial  flutter  with  variable 
atrioventricular  conduction,  one  had  bigemi- 
nal premature  atrial  contractions,  one  had 
complete  heart  block  with  ventricular  rate  of 
50  beats  per  minute,  one  had  sinus  bradycar- 
dia, one  had  two-to-one  atrioventricular 


iabit:  2 

ABNORMAL  OB  SCAN 

'Fumors/masses 

1 1 

Atrioventricular  septal  defect 

10 

Right  ventricular  enlargement 

9 

Pericardial  effusion 

6 

Hypoplastic  left  heart 

5 

Single  ventricle 

4 

Tetralogy  of  Fallot 

2 

Transposition  of  great  arteries 

1 

Right  ventricular  diverticulum 

1 

Tricuspid  atresia 

1 

Pulmonary  atresia 

1 

jlock,  and  1 had  premature 

ventricular  con- 

tractions  (PVC).  Two  had  structural  heart  dis- 
ease. 

One  hundred  twenty  patients  ( 1 1.7%)  were 
referred  while  being  treated  to  interrupt 
preterm  labor  with  either  indomethacin  or 
terbutaline.  Of  these,  36  percent  all  of  whom 
were  taking  indomethacin,  were  abnormal. 
Thirty-one  patients  had  significant  restriction 
of  the  ductus  arteriosus  with  diastolic  ductal 
velocity  of  greater  than  40  cm/sec.  and  this 
was  associated  with  tricuspid  regurgitation 
due  to  dilatation  of  the  right  ventricle  in  six- 
cases.  All  stenotic  ductuses  returned  to  nor- 
mal with  diastolic  velocities  of  less  than  30 
cm/sec  when  treatment  was  discontinued  for 
two  or  three  days.  Other  findings  were  one 
patient  with  an  isolated  pericardial  effusion, 
one  patient  with  ascites,  one  patient  with  pre- 
mature atrial  contractions,  and  one  patient 
was  noted  to  have  an  atrioventricular  septal 
defect. 

Of  49  patients  referred  for  other  forms  of 
maternal  drug  exposure,  i.e.  with  lithium  and 


TABLE  3 
ARRHVTH.MI.A 


PAC/PVC  64 

SVT  3 

Bradycardia  2 

Atrial  bigeminy  2 

Atrial  flutter*  2 

CHB  1 

2:1  AV  block  1 

Tetralogy  with  PACs  1 

Truncus  (with  atrial  flutter)  1 
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clilantin  being  the  most  common  drugs,  only 
one  abnormal  finding  of  a calcified  papillary 
muscle  was  detected. 

A summary  of  all  congenital  heart  defects 
found  during  this  period  is  shown  in  Table  4. 

DISCUSSION 

The  widespread  acceptance  of  the  utility  of 
fetal  echocardiography  is  validated  by  the 
fact  that  over  I, ()()()  patients  have  been 
referred  for  specific  fetal  cardiac  examina- 
tions during  this  last  four  and  a half  years. 
Referrals  were  made  by  obstetricians,  perina- 
tologists. pediatricians,  family  practitioners, 
and  pediatric  cardiologists,  all  of  whom  were 
aware  of  the  risk  factors  which  are  known  to 
be  associated  with  congenital  heart  disease.’^ 
In  our  study,  the  highest  frequency  of  detec- 
tion of  cardiac  defects  was  amongst  those 
patients  in  whom  an  obstetric  ultrasound  had 
been  performed  and  had  been  noted  to  be 
abnormal.  As  in  previously  published  works, 
the  detection  of  an  asymmetrical  or  abnormal 
appearing  heart,  i.e.,  a four-chamber  view  in 
which  either  an  abnormal  number  of  cham- 
bers is  seen  or  size  disproportion  of  the  cham- 
bers is  detected,  gives  a reliable  sign  that 
heart  disease  is  present.  Copel  et  al."^  have 
published  that  90  percent  of  cardiac  defects 
may  be  detected  in  this  way.  An  additional 
screening  evaluation  employs  the  evaluation 
of  the  great  arteries  vessels,  as  the  pulmonary 
artery  and  aorta  “crisscross”  in  position  as 
one  scans  from  anterior  to  posterior.  In  this 
way,  the  obstetrician  ultrasonographer  merely 
scans  from  the  four-chamber  view,  anteriorly 
or  posteriorly,  gradually  displaying  first  the 
aorta  and  then  the  pulmonary  artery,  and 
shows  them  to  be  of  almost  equal  size,  and 
that  their  relationship  to  each  other  is  normal. 
This  scan  allows  the  determination  that  both 
of  the  great  vessels  are  present;  that  the  pro- 
portionate size  of  each  is  normal,  that  is.  the 
pulmonary  artery  diameter  is  20  percent 
greater  than  the  aorta;  that  the  relationship  of 
the  great  vessels  is  not  parallel,  as  is  seen  in 
transposition;  and  that  the  septum  below  the 
great  vessels  is  intact. 


l AHLIv  4 

c()N(;enh  VI.  iikau  r dki  i:c  is 

Tuniors/Masses 

1 1 

Atrioventricular  scjital  delect 

12 

Single  ventricle 

6 

tlypoplastic  leli  ventricle 

5 

Tetralogy  of  Fallot 

4 

Transposition  ( VSD  1 ) 

2 

Trunciis  arteriosus 

1 

Pulmonary  atresia 

1 

VSD 

1 

KV  diverticulum 

1 

Tricuspid  atresia 

1 

The  presence  of  virtually  all  forms  of  con- 
genital heart  disease  can  be  ruled  out  with  a 
high-fidelity  imaging  technique.  The 
widespread  use  of  cardiac  screening  in  this 
way  can  potentially  detect  the  majority  of 
heart  disease  in  the  larger  population  who  are 
not  known  to  be  at  high  risk.  Eor  all  birth 
defects,  cardiac  abnormalities  are  the  most 
frequent.  It  would  seem,  therefore,  incumbent 
upon  all  involved  in  prenatal  imaging  that 
during  the  ultrasonic  evaluation  of  the  fetus  a 
screening  examination  of  the  heart  should  be 
included  in  the  general  population.  The 
majority  of  patients  born  with  congenital 
heart  disease  do  not.  in  fact,  have  any  risk 
factors.  Sharland  et  al.^  have  shown  in  a large 
population  that  when  obstetric  ultrasonogra- 
phers  include  the  cardiac  scans  in  their  exam- 
ination, this  has  a profound  impact  on  the 
detection  rate  of  congenital  heart  disease  in 
the  general  population  before  birth. 

The  second  most  common  group  of  our 
referrals  was  for  fetal  arrhythmias.  The  pres- 
ence of  single  frequent  premature  atrial  con- 
tractions was  the  most  common  and  is  fortu- 
nately seldom  accompanied  with  a structural 
heart  disease  or  persistent  arrhythmia."’* 
Rarely,  in  about  one  percent  of  cases  of  pre- 
mature atrial  contractions,  supraventricular 
ventricular  tachycardia  supervenes.  An 
appropriate  screening  would  be  for  the  obste- 
tricians to  document  at  follow-up  visits 
whether  the  heart  rate  is  normal,  and  whether 
premature  atrial  contractions  are  detected. 
This  can  be  done  by  simple  heart-rate  screen- 
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ing  tcchnii|iios  in  ohslotric  olTiccs. 

lAlal  ccliocardiograpliic  moniloiing  during 
the  adininislralion  of  tocolytic  agents  to  inc- 
vent  pie  mat  II  re  liirtli  is  an  important  issue. 
As  shown  in  this  study  and  in  other  studies 
published  by  Huhta.  et  al.,'  and  recently  in 
.South  Carolina  by  Bivins,  et  al.,"’  27  pereent 
ol'  patients  reeeiving  indomethaein  will 
demonstrate  signiHeant  adverse  effects  to  the 
fetal  duetus  to  that  aehieved  by  administra- 
tion of  indomethaein  to  premature  babies,  and 
.^8  pereent  developed  oligohydramnios.  The 
administration  of  indomethaein  in  utero  has  a 
similar  effect,  causing  ductal  closure,  whieh 
results  in  pulmonary  hypotension  in  the  fetus, 
right-heart  failure  with  dilatation  and  poor 
right  ventricular  function.  Additionally,  tri- 
cuspid regurgitation  oeeurs  and  ean  lead  to 
hydrops  fetalis.  The  effects  of  the  administra- 
tion of  prostaglandin  inhibited  drugs  to  the 
newborn  ean  be  that  babies  are  born  with  pul- 
monary hypertension,  whieh  ean  be  fatal.  In 
our  praetice  we  have  seen  several  ehildren 
born  with  persistent  pulmonary  hypertension 
and  a restrictive  duetus  arteriosus. 

There  was  a relatively  low  yield  of  detee- 
tion  of  abnormalities  in  mothers  exposed  to 
other  drugs,  such  as  street  drugs  or  therapeu- 
tic medications  for  seizures.  This  does  not 
obviate  the  need  for  screening,  at  least  by  an 
obstetric  ultrasonographer  familiar  with  the 
basic  heart  structures.  Use  of  lithium  for 
bipolar  depressive  disorder  has  been  associat- 
ed with  Ebstein's  malformation,  which  ean  be 
fatal  in  severe  cases  in  the  newborn  period." 

The  incidence  of  congenital  heart  disease  in 
offspring  of  parents  who  themselves  have 
congenital  heart  disease  is  documented  to  be 
somewhere  between  1 .4  percent  and  three 
percent.'"  In  our  experience,  however,  screen- 
ing first-degree  relatives  of  affected  children 
has  had  a relatively  low  yield.  Importantly, 
even  though  the  frequency  of  malformations 
is  low.  the  benefits  to  the  family  are  highly 
significant.  If  a mother  has  had  a previous 


ehdd  with  hyiioplaslie  left  heart  syndrome 
and  who  has  died,  the  reassurance  that  the 
heart  has  four  chambers,  two  great  vessels 
anti  that  flow  through  each  valve  is  normal, 
allows  them  to  eonlinue  the  pregnancy  with- 
out the  desperate  and  sometimes  incapacitat- 
ing anxiety  associated  with  the  concern  of 
catastrophic  heart  disease  being  present.  In 
our  experience,  the  emotional  outpourings  on 
informing  a family  that  their  baby’s  heart  is 
normal  have  been  dramatic.  There  is  no  ques- 
tion. the  psychological  benefit  to  all  family 
members  of  this  kind  of  study. 

In  families  where  fetal  heart  disease  was 
detected,  the  majority  were  delivered  at  a ter- 
tiary care  center.  This  enables  the  obstetri- 
cians to  plan  the  delivery  in  an  appropriate 
manner  for  the  heart  disease  present,  the  peri- 
natologist had  been  at  the  delivery  to  admin- 
ister appropriate  intensive  care,  the  cardiolo- 
gists have  been  immediately  consulted  and 
instituted  prostaglandin  therapy  and  ventilator 
support,  when  necessary,  and  the  surgeons 
had  been  available  to  perform  emergency  or 
semi  emergency  procedures,  when  needed. 
The  ravages  of  the  expression  of  the  serious 
congenital  heart  disease  have  been  avoided  in 
many  of  these  patients.  The  benefit  of  this  is 
that  children  do  not  go  home  with  undetected 
heart  disease  and  then,  on  closure  of  the  duc- 
tus arteriosus,  develop  profound  heart  failure 
with  its  accompanying  ischemia  to  the  bowel, 
kidneys  and  brain.  We  are  able  to  salvage 
babies  in  much  better  condition  and  provide 
the  surgical  care  without  delay,  rather  than 
having  an  intensive  period  of  recovery  from  a 
critical  heart  failure  which  may,  or  may  not, 
be  successful. 

In  summary,  the  experience  of  the  last  four 
and  a half  years  in  1,028  patients  with  exami- 
nation for  fetal  heart  disease  has  been 
extremely  rewarding,  and  has  been  a major 
improvement  in  the  quality  of  care  to  the 
families  of  South  Carolina.  ~J 
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VASECTOMY  REVERSAL  (VASOVASOSTOMY) 


FLETCHER  C.  DERRICK,  JR.,  M.  D.* 
RAYMOND  ROSENBLUM,  M.  D. 

IAN  Y.  MARSHALL,  M.  D. 
ELIZABETH  W.  WINGATE,  M.  D. 


In  1948.  O’Connor,'  reported  llie  results  of  a 
questionnaire  sent  to  members  of  the  Ameri- 
ean  Urologieal  Assoeiation  asking  for  their 
results  in  vasovasostomy.  Four  hundred  twen- 
ty operations  had  been  performed  by  1 35  sur- 
geons with  a 30  to  40  pereent  possibility  of 
sperm  return  to  the  semen. 

In  1973,  Derriek  and  assoeiates’  reported 
the  results  of  a similar  questionnaire,  this 
time  gathering  1,630  eases  performed  by  542 
surgeons  with  and  overall  sueeess  rate  of 
approximately  20  pereent. 

The  very  dismal  results  reported  in  the  two 
reviews  led  some  of  us  into  the  researeh  labo- 
ratory to  try  to  achieve  better  results  with 
either  surgical  techniques  or  by  using  some 
sort  of  device,  which,  when  inserted  would 
cause  sterility,  and  when  removed  would 
allow  a return  to  fertility.  Several  devices 
were  used:  a pull-out  suture,  a minute  gold 
valve,  a magnetic  ball  valve,  and  a 
polypropylene,  removable  plug.  Some  of 
these  devices  were  only  used  in  experimental 
animals,  but  we  reported  our  experience  with 
the  polypropylene  plug  in  1974-  which  was 
very  unpredictable.  We  also  have  worked 
with  a silicone  pull-out  plug  and  in  unpub- 
lished data  in  13  patients,  it  was  about  95  per- 
cent successful  in  producing  sterility  but  very 
unpredictable  with  sperm  return  to  the  semen 
when  removed  after  being  in  place  in  the  vas 
for  six  months. 

The  development  of  microsurgical  tech- 
niques, instruments,  fibrin  glue,  laser  assists 
and  “welding”  has  led  to  a great  improvement 
in  the  expected  chance  of  sperm  return  and 


* Address  correspondence  to  Dr.  Derrick  at  1565  Sam 
Rittenberg  Bhd.,  Suite  200,  Charleston,  SC  29407. 


also  the  real  expectation  of  pregnancy  and 
delivery  of  a living  child."’' 

We  reported  our  results  using  a microsurgi- 
eal  technique  in  this  journal  in  1982."’  .Since 
then,  we  have  continued  to  use  almost  the 
same  technique  of  a two  layer  closure.  A 
combination  of  7-0,  8-0,  and  9-0,  (Polyglactin 
910)  Vicryl®  and  Nylon  suture  are  used  (Fig- 
ure 1 ).  Also,  utilization  of  the  microsurgical 
tools  of  probe,  needle  guide,  non-locking  nee- 
dle carrier,  and  vas  approximator  make  per- 
formance of  the  procedure  easier. 

In  a review  of  the  most  recent  24  cases,  we 
can  report  a 87.5  percent  rate  of  sperm  return 
to  the  semen  and  a 65  percent  pregnancy  rate, 
(including  two  sets  of  twins).  Adding  the  cur- 
rent eases  to  those  previously  reported,  our 
expected  rate  of  sperm  return  after  vasovasos- 
tomy is  91 .5  percent. 

The  microsurgical  technique  has  changed 
very  little  over  the  past  13  years,  but  now  we 
perform  the  procedure  in  an  out  patient  surgi- 
cal facility  with  the  patient  being  discharged 
to  home  care,  or  in  the  case  of  those  travel- 
ling long  distances,  to  a motel  for  one  or  two 
nights  prior  to  returning  home.  We  recom- 
mend about  10  days  of  mostly  rest  and  relax- 
ation at  home  after  surgery,  and  the  wearing 
of  a very  snug  scrotal  support  night  and  day 
for  30-45  days.  A gradual  return  to  normal 
activities  over  a 30-day  period  is  allowed. 
Sexual  activities  may  be  resumed  at  about  six 
to  seven  days  post-operative,  with  the  male 
taking  a very  passive  role  until  about  30  days 
after  surgery. 

SUMMARY 

Utilizing  a microsurgical  technique,  special- 
ized microsurgical  instruments,  and  a rather 
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VASECTOMY  REVERSAL 


Figure  1.  Technique  of  microsurgical  vaso-vasostomy.  A vas  approximator  is  used  to  immobilize  the  two  ends. 
Posterior  muscularis  sutures  of  7-0  or  8-0  Polyglactin  910  (Vicryl®)  are  placed  (A)  first  to  further  immobilize 
the  vas  before  mucosal  sutures  of  8-0  or  9-0  nylon  are  placed  (B-C-D).  We  usually  tie  the  two  or  three  posterior 
mucosal  sutures,  however,  placing  the  anterior  three  or  four  sutures,  holding  them  in  grasping  claims,  tieing 
them  after  all  are  in  place.  The  anterior  muscularis  sutures  can  then  be  placed  v\ith  ease,  also  taking  advantage 
of  the  closing  action  of  the  vas  approximator  in  the  process.  There  is  virtually  n(»  tension  on  the  anastomosis. 


Figure  2.  Microsurgical  instruments  used  in 
vasovasostomy. 


strenuous  requirement  of  limited  activities 
post  operative,  in  our  experience,  we  can  pre- 
dict a 90  percent  chance  of  sperm  return  and 
65  percent  chance  of  pregnancy  in  vasectomy 
reversal. 

REFERKNCHS 

1.  O'Connor  VJ:  Anastomosis  of  the  Vas  deferens 
after  purposeful  division  for  sterility.  J.  Urol. 
.S9:299,  1948. 

Derrick  FC  .Ir.,  Yarbrough  W.  D'Agostino  J:  Vaso- 
vasostomy: Results  of  a questionnaire  of  members 
of  the  American  Urological  Association.  J.  Urol., 
I 10,  I 10:556,  1973. 

Derrick  F C Jr.,  Frensilli  FJ:  Experiences  with  a 
reversible  vas  device,  J.  Urol..  I I 1 :523,  1974, 

Silber  SJ:  Perfect  anatomical  reconstruction  of  vas 
deferens  with  a new  microscopic  surgical  technique. 


August  1995 


339 


vAsr:rroMY  ri:vi-:rsal 


I'.  S.  2S:72.  IM77. 

3.  SilliL‘1'  SI:  Vasectomy  ami  vasectomy  reveisal.  Is  S. 
2‘):  125.  I97S. 

(i.  Midclleton  R(i.  Ilenclerson  I):  Vas  (.lereiens  anasto- 
mosis without  s]ilints  and  williont  magnil'ication.  .1. 
Urol,  I ld:7(i.U  ld7S. 

7.  Middleton  R(i.  Uny  RU:  Vaso- vasostomy  aiul 
semen  (.|uality.  , I. Urol.,  1 2.^:5  I 8.  I9<S(). 

S.  VVillselier  MK.  Noviki  I):  Simplified  technique  for 
mieroseo|rie  vaso-vasostomy . Urol.  XV:I47.  I-’eh 
Id, St). 

d.  Straueh  H:  h'okling-approximalmg  clamp  to  sini|ili- 
fy  micro  vaso-vasostomy.  Urol  XVI:2d5.  .Sept. 
ld,S(). 

It).  I^elker  A:  Mierosurgieal  two-layer  vaso-vasostomy: 
Urol.  XVI:.^76.  Oet.^ldSO. 

I I.  Goldstein  M:  Mierospike  appro.ximator  for  vasova- 


sostomy: .1.  Urol.,  I,f4(  I ):74,  ,luly  ld85. 

12.  Silverstein  .11.  Mellinger  BC:  l ibrin  glue  vasal  anas- 
tomosis eomirared  to  conventional  sutured  vasova- 
sostomy in  the  rat:  .1.  Urol  I45:1288-dl.  .Inn  Iddl. 

1.^.  Gilbert  PI  . Beckert  R:  Laser-assisted  vasovasosto- 
my: Lasers  Surg,  Med,  d:42-44,  Id8d. 

14. Gaskill  DM.  et  al:  Sutureless  vasovasostomy:  new 
technique  using  experimental  mieroeli|r  in  the  rat 
model.  Urology  40:  Idl-d4,  Aug.  Idd2. 

15.  Ball  RA,  et.  ;il:  Comparison  of  vasovasostomy  tech- 
niques in  rats  utili/ing  conventional  mierosurgieal 
suture,  carbon  dioxide  laser,  and  fibrin  tissue  adhe- 
sives. Urology  41:47d-8.4.  May  ldd.5. 

16.  Derrick  P C'.  Rosenblum  R:  Vasectomy  reversal:  use 
of  mierosurgieal  technique.  .1.  S.C.  Med  Assn.,  78: 
dO-dl,  Feb  Id82. 


THE  ARMY  RESERVE  OFFERS  UNIQUE  AND 
REWARDING  EXPERIENCES. 


As  a medical  officer  in  the  Army  Reserve  you  will  be  offered  a 
variety  of  challenges  and  rewards.  You  will  also  have  a unique 
array  of  advantages  that  will  add  a new  dimension  to  your 
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HIGHLIGHTS  OF  JULY  19  BOARD  OF  TRUSTEES  MEETING 


The  board  agreed  to  move  forward  in  negotiating  with 
the  SC  Academy  of  Family  Physicians,  the  SC  Hospi- 
tal Association  and  other  interested  parties  toward  pas- 
sage of  the  Managed  Care  Improvement  Act. 

Also,  the  board  voted  to  review  SCMA  bylaw  provisions 
regarding  membership  in  county  medical  societies  in 
order  to  join  the  SCMA. 

Members  of  the  board  heard  a report  from  the  Maternal, 


Infant  and  Child  Health  Committee  (MICH)  regarding 
limitations  of  hospital  stays  following  childbirth,  and  the 
practice  of  paying  rebates  to  new  mothers  who  voluntarily 
leave  the  hospital  early  following  delivery. 

The  board  also  agreed  to  begin  negotiations  with  a large 
midwestem  health  care  company  to  establish  a joint  ven- 
ture in  South  Carolina  for  the  development  of  PPO  and 
HMO  products  in  the  state.  □ 


MEDICARE  UPDATE 


The  August,  1995  Medicare  Advisory  has  been  mailed. 
There  is  a lot  of  information  in  this  Advisory,  including 
new  instructions  for  filing  the  HCFA-1500  claim  forms, 
and  a listing  of  the  sites  of  the  Medicare  Secondary  Payer 
Teleconference  scheduled  on  August  24, 1995,  l:(X)-3:00 
pm. 

Provider  Satisfaction  Survey  to  be  Mailed  in  August: 
During  the  month  of  August,  you  should  receive  a copy 
of  the  1995  Medicare  Part  B Provider  Satisfaction  Sur- 
vey. This  is  your  chance  to  tell  Medicare  what  YOU  think 
i of  the  job  they're  doing.  Remember  to  make  a mental  dis- 
I tinction  between  the  Medicare  program  itself  and  how 
I it  is  administered.  Your  identity  will  remain  anonymous. 
When  you  receive  the  1995  Provider  Satisfaction  Survey, 
please  take  a few  minutes  to  complete  the  questionnaire. 

Medical  Direction  hv  Anesthesiologists:  HCFA  has 
recently  clarified  the  policy  for  medical  direction  services 
furnished  by  anesthesiologists.  HCFA's  medical  direc- 
tion policy  requires  that  the  anesthesiologist  personally 
participate  in  the  induction  and  emergence.  If  an  anes- 
I thesiologist  is  away  for  a short  period  because  of  an  emer- 
gency, then  this  period  cannot  include  induction  or  emer- 
gence. 


Allergen  Immunotherapy  - Multiple  Infections:  CPT 
Code  95117  is  used  to  report  professional  services  for 
allergen  immunotherapy  not  including  provision  of  aller- 
genic extracts;  multiple  injections.  When  billing  for  mul- 
tiple injections,  you  should  report  “1”  in  item  24g  of  the 
HCFA- 1 500,  regardless  of  the  number  of  injections  given. 
Do  not  report  more  than  “ 1 ” in  the  Days  of  Units  field. 

ICD-9-CM  Diagnosis  Code  Update:  The  ICD-9-CM 
coding  system  will  issue  an  update  for  claims  processed 
on  and  after  October  1,  1995.  Medicare  will  accept  the 
new  codes,  as  well  as  the  current  1CD-9-CM  codes,  from 
October  1 through  December  3 1 , 1995.  You  must  use  the 
new  codes  for  professional  services  billed  on  and  after 
January  1. 1996  or  vour  claim  mav  be  denied.  So  that  your 
Medicare  claims  are  not  denied  or  delayed  unnecessar- 
ily, please  make  sure  you  are  using  the  most  current  ver- 
sion of  the  1CD-9-CM  Coding  System. 

Prompt  Payment  Interest  Rate  Update:  Effective  July 
1, 1995,  the  new  prompt  payment  interest  rate  is  6.375 
percent.  The  new  rate  is  effective  for  payment  dates  July 
1 , 1995,  through  December  3 1 , 1995.  Interest  is  payable 
for  “clean”  claims  beginning  on  the  31st  day  after  date 
of  receipt.  □ 


MEDICAID  UPDATE 


Neonatology  Intensive  Care  Codes:  Effective  with  dates 
of  service  on  or  after  July  1 , 1 995,  the  CPT  neonatal  inten- 
sive care  (NIC)  codes  (99295-99297)  will  replace  the 
lo'^  ily  assigned  “W”  codes  that  are  currently  used  to 
ruport  neonatal  services.  There  will  be  a grace  period  from 
July  1,  1995  to  August  31,  1995,  during  which  time 
providers  may  use  either  the  “W”  codes  or  CPT  Neona- 
tal Intensive  Care  codes.  In  order  to  use  the  Neonatal 
codes,  the  level  of  care  must  meet  the  definition  of  ser- 
vices as  described  in  the  CPT  code  book,  and  the  med- 
ical records  must  reflect  the  severity  of  the  neonate's  ill- 
ness and  the  intensity  of  treatment. 

Mammaolasty  Changes:  The  medical  necessity  crite- 
ria for  Reduction  Mammaplasty  have  been  revised.  Effec- 
tive with  date  of  services  on  or  after  July  1, 1995,  claims 
must  be  submitted  with  the  following  support  docu- 
mentation: 

COMMUN-I-CARE  UPDATE 


<^ommun-I-Care  (CIC),  the  statewide  volunteer  health 
,re  network  and  referral  service,  was  expanded  this  sum- 
’r  to  include  a fourth  national  pharmaceutical  company, 
clinical  laboratory  services,  volunteer  nurse  practition- 
ers, and  emergency  dental  care. 

Hoechst-Roussel  has  joined  Pfizer,  Johnson  & Johnson 
and  Searle  in  making  its  entire  product  line  available  to 
CIC  patients.  SmithKline  Beecham  Qinical  Laborato- 
ries has  signed  on  to  do  testing  and  lab  work.  The  SC 
Dental  Association  will  provide  emergency  dental  care 
and  the  SC  Nurses'  Association  has  agreed  to  recruit  its 
members  to  provide  basic  preventive  and  primary  care 
for  CIC  patients. 

Currently  the  CIC  network  includes  1 ,1 68  physicians,  32 
hospitals,  four  pharmaceutical  companies  and  more  than 
250  pharmacists.  Former  SCMA  President  Bart  Barone, 
" ID,  serves  as  chairman  of  the  statewide  advisory  com- 
littee  which  oversees  this  program.  Commun-I-Care  is 
resigned  to  assist  the  564,000  low-income  South  Car- 
inians  without  health  insurance  or  Medicaid.  □ 


• The  removal  of  400  or  more  grams  of  tissue  from 
each  breast  (pathology  report  must  be  included). 

• As  a minimum,  one-year  history  of  the  patient's 
symptoms  related  to  large,  pendulous  breasts  to  reflea 
neck,  shoulder  and  back  pain.  See  the  forthcoming 
bulletin  for  further  details. 

Each  claim  will  be  reviewed  for  medical  necessity  for  the 
above  requirements.  Qaims  submitted  without  the  nec- 
essary support  documentation  will  reject. 

Nurse  PractitionerIClinical  Nurse  Specialists:  As  of 
July  1, 1995,  the  program  responsibilities  for  Nurse  Prac- 
titioners and  Qinical  Nurse  Specialists  have  been  trans- 
ferred to  the  Department  of  Physician  Services.  Ques- 
tions concerning  billing  or  policies  issues  should  be 
directed  to  the  program  manager  handling  the  office  spe- 
cialty and  assigned  county  at  (803)  253-6134.  □ 


THE  SCMA  MATERNAL,  INFANT  & 
CHILD  HEALTH  COMMITTEE 
ADDRESSES  EARLY  DISCHARGE 

During  the  SCMA  Maternal,  Infant,  & Child  Health 
Committee’s  (MICH)  July  meeting,  the  committee  dis- 
cussed an  issue  which  has  received  considerable  media 
attention  recently,  insurance  policies  mandating  early  hos- 
pital discharge  - less  than  24  hours  - for  mothers  after 
giving  birth.  Managed  care  organizations  nationwide  are 
only  paying  for  24  hours  of  hospital  care  after  a routine 
delivery.  Although  the  trend  is  just  beginning  in  South 
Carolina,  if  Medicaid  shifts  towards  managed  care,  50 
percent  of  the  deliveries  in  the  state  could  be  affected  by 
such  HMO  policies. 

New  Jersey  and  Maryland  have  passed  legislation  requir- 
ing insurers  to  pay  for  at  least  48  hours  of  hospital  care 
after  a routine  delivery  and  96  hours  after  a Caesarean 
section.  Pennsylvania  has  introduced  similar  legislation 
and  the  North  Carolina  Medical  Society  is  discussing  the 
issue  with  state  lawmakers. 

The  SCMA  Maternal,  Infant  & Child  Health  Commit- 
tee is  closely  monitoring  the  issue  of  early  discharge  of 
infants  and  mothers  in  South  Carolina  and  nationwide. 
The  committee  welcomes  your  comments  on  the  issue. 
Please  direct  your  comments  to  Elizabeth  Biggers  at 
SCMA,  PO  Box  11188,  Columbia,  SC  29211  or  (803)  798- 
6207 , ext.  236  in  Columbia  / 1-800-  327-1021,  ext.  236 
statewide.  □ 
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MANAGED  CARE  UPDATE 


HMO  LICENSES  IN  SC 

The  South  Carolina  Department  of  Insurance  has  approved  two  new  HMOs: 

• Aetna  Health  Plans  of  the  Carolinas,  Inc.  will  be  initially  approved  for  York 
County. 

• Partners  National  Health  Plans  of  North  Carolina,  Inc.  has  been  approved  for 
York,  Spartanburg,  and  Greenville  areas. 

Six  more  applications  are  in  various  stages  of  the  application  process,  plus  an  additional  plan  that  filed  and  then 
withdrew  its  application,  but  will  refile  soon  (Coventry  Corporation).  Those  plans  include:  Kaiser,  PCA  Health 
Plans,  Principal  Health  Care,  US  Health  Care,  FHC  Managed  Health  Services  of  South  Carolina,  Inc.,  and 
Managed  Care  of  Rorida. 


HMO  UPDATES 

HMO  Blue,  one  of  two  HMOs  operated  by  Blue  Cross  Blue  Shield  of  South  Carolina  (BCBS),  has  proposed  to  go 
virtually  statewide  with  its  1996  offering  of  coverage  for  state  employees.  The  plan  had  314  covered  lives  and  a 
system  of  more  than  2,600  providers  as  of  June  1995. 

United  Health  Care  has  a management  agreement  with  Physicians  Health  Plan  of  South  Carolina  (PHPSC). 
PHPSC  expects  the  acquisition  of  MetraHealth  by  United  will  avail  PHPSC  members  of  more  services,  including 
PPO  and  indemnity  product  lines. 

HOSPITAL  NETWORK  DEVELOPMENTS 

Low  Country  Health  System  (LHS)  is  a partnership  between  Roper  Health  System  and  Bon-Secours-St.  Francis 
Xavier.  The  joint  venture  is  set  up  as  a not-for-profit  corporation.  Rop)er  Health  System  includes  Ropier  Hospital 
and  the  former  Baker  Hospital,  now  called  Ropier  North. 

LHS  has  established  Carolina  Atlantic  MSO  (CAMSO),  a wholly  owned,  for-profit  subsidiary  with  its  own 
operating  board  that  manages  and  acquires  physician  practices.  CAMSO  is  engaged  in  developing  a physician 
network  for  managed  care  contracting  as  part  of  LHS  and  is  also  managing  practices  and  helping  organize  a large 
independent  primary  care  group,  Lowcounty  Medical  Associates.  In  addition  to  the  primary  care  group,  CAMSO 
is  also  building  a specialy  network  or  panel  called  Palmetto  Health  Care.  LHS  is  also  developing  full  service 
primary  care  centers  with  two  to  six  physicians. 

Palmetto  Community  Health  Network,  a not-for-profit  corporation  founded  by  13  hospitals  in  Northeastern 
South  Carolina,  has  negotiated  an  agreement  with  BCBS.  The  new  arrangement  involves  both  physicians  and 
hospitals  in  a discounted  fee  arrangement.  The  new  product  offered  by  BCBS  will  be  a gatekeeper  product  in 
which  a primary  care  physician  is  selected  from  the  network  panel  by  each  covered  member  to  coordinate  his  or 
her  care. 


(Excerpts  reprinted  with  permission  from  Carolina  Managed  Care) 
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WORKSHOP  CALENDAR 


Effective  Collection  Strategies 

In  this  ever-popular,  one-day  seminar  presented  by  1C  System,  Inc.,  participants  will  learn  how  to  collect 
professionally  as  a patient  advocate,  using  techniques  uniquely  different  from  those  employed  by  collection 
agencies  and  other  third  party  collectors.  Participants  will  learn  how  to  establish  a written  collections  policy  and 
to  maximize  the  effectiveness  of  your  correspondence,  as  well  as  how  to  keep  accounts  from  becoming 
delinquent  in  the  first  place.  (Member  tuition:  $150.(X)) 

Dates  & Locations:  September  13,  1995  - Columbia  - Sheraton  Hotel  & Conference  Center 


Capitation  Strategies  for  Practice  Survival 

You  may  be  surprised  to  learn  that  capitation  already  accounts  for  16  percent  of  physician  revenues,  and  is 
expected  to  increase  to  60  percent  over  the  next  five  years!  In  this  intense,  half-day  workshop,  you  will  learn  the 
four  basic  steps  to  implementing  a capitation  plan  that  insures  success.  After  attending,  you  will  be  able  to 
prepare  your  practice  for  capitation,  analyze  a captitated  contract  offer,  manage  your  practice's  risk,  and  analyze 
and  manage  your  practice's  capitation  plan  performance.  (Member  tuition:  $95. (X)) 

Dates  & Locations:  October  17, 1995  - Columbia  - Sheraton  Hotel  & Conference  Center 

October  18, 1995  - Charleston  - Omni  Hotel  at  Charleston  Place 


For  more  information  about  these  or  other  workshops  or  to  register,  please  call  Ginny  Comer,  ext.  253,  at  798- 
6207  in  Columbia  or  1- 800-327-1021  statewide.  □ 


“DECISIONS  NEAR  THE  END  OF  LIFE” 

This  fall,  the  SCMA  is  joining  with  several  state  and  national  organizations  to  cosponsor  the  SC  initiative  of 
“Decisions  Near  the  End  of  Life,”  an  innovative  program  to  improve  terminal  and  palliative  care  in  the  United 
States.  The  program  will  be  held  at  the  Omni  Hotel  in  Charleston  on  October  19-21,  1995. 

“Decisions  Near  the  End  of  Life”  is  designed  to  assist  physicians,  nurses  and  other  clinicians  in  hospitals  and 
nursing  homes  in  making  decisions  about  the  use  of  life-sustaining  medical  technologies  and  other  ethical  issues 
arising  in  the  care  of  dying  patients  and  their  families.  Nationally,  the  “Decisions”  program  is  jointly  sponsored 
by  Education  Development  Center,  Inc.  (EDC),  The  Hastings  Center,  the  AMA  and  the  Hospital  Research  and 
Educational  Trust,  an  affiliate  of  the  American  Hospital  Association.  The  South  Carolina  cosponsors  include  the 
Charleston  Community  Task  Force  on  Future  Care,  the  SC  Hospital  Association,  SCMA,  the  SC  Cancer  Pain 
Initiative,  Hospice  for  the  Carolinas,  and  the  Colleges  of  Medicine,  Nursing,  Pharmacy,  Dental  Medicine,  Health 
Professions,  and  Graduate  Studies  of  the  Medical  University  of  South  Carolina. 

For  a program  agenda  and  registration  information,  please  contact  Denise  Matulis  at  EDC,  (617)  969-7100, 
ext.  2398,  or  fax  (617)  332-4318. 


SCMA  1996  ANNUAL  MEETING 
OMNI  HOTEL,  CHARLESTON,  SC 
APRIL  25-28, 1996 
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EXTRACORPOREAL  SHOCK  WAVE  LITHO- 
TRIPSY FOR  DIFFICULT  STAGHORN  CAL- 
CULI* 


WILLIAM  E.  POTTS,  M.  D. 
NABIL  K.  BISSADA,  M.  D.** 
WILLIAM  R.  TURNER,  M.  D. 


We  report  three  patients  with  large  staghorn 
calculi,  forming  around  ureteral  stent  in  one 
patient,  around  stent  fragments  in  another 
patient,  and  a symptomatic,  very  large  calcu- 
lus in  the  third  patient  which  posed  a dilem- 
ma for  treatment  because  of  a multitude  of 
medical  problems  that  rendered  other  alterna- 
tives unacceptable.  All  three  patients  under- 
went ESWI  (two  in  multiple  sessions)  and  all 
were  rendered  free  of  stones  and  stents. 

Extracorporeal  Shock  Wave  Lithotripsy 
(ESWL)  has  proven  to  be  an  effective  method 
to  manage  most  patients  with  urinary  cal- 
culi.'- The  incidence  of  ureteral  obstruction 
after  ESWL  has  been  shown  to  be  directly 
related  to  stone  burden.-  In  an  effort  to 
decrease  the  incidence  of  ureteral  obstruction, 
double-pigtail  stents  have  been  placed  in 
patients  with  large  renal  calculi  before 
ESWL.^  However,  patients  with  substantial 
stone  burden  are  managed  with  percutaneous 
lithotripsy,  a combination  of  percutaneous 
lithotripsy  and  ESWL,  or  by  open  stone 
removal. While  there  is  a definite  role  for 
each  of  these  modalities,  some  patients  are 
not  suitable  for  or  absolutely  refuse  open  or 
percutaneous  surgery. 

Herein,  we  report  successful  management 
of  three  patients  with  difficult  staghorn  cal- 
culi. The  staghorn  calculus  formed  around 
fragments  of  stent  in  one  patient.  The  second 


*From  the  Department  of  Urology,  Medical  University 
of  South  Carolina,  and  the  VA  Medical  Center. 
Charleston.  SC. 

**Address  correspondence  to  Dr.  Bissada  at  the 
Department  of  Urology,  MUSC.  171  Ashley  Avenue. 
Charleston,  SC  29425. 


patient  had  a calculus  forming  around  long- 
term ureteric  stent.  The  third  patient,  who  had 
a very  hire  renal  stone,  was  a poor  operative 
candidate.  All  three  patients  were  managed 
with  ESWL  (multiple  stages  in  two  patients). 

Cose  1:  A 34-year-old  female  had  a right 
nephrolithotomy  and  a partial  nephrectomy 
with  ureteral  stent  placement  for  a staghorn 
calculus  in  1983.  Multiple  attempts  were 
made  to  retrieve  the  patient  for  follow-up  but 
she  did  not  return  until  1985.  At  that  time, 
she  had  a partial  staghorn  calculus  forming 
around  two  fragments  of  the  stent.  Cysto- 
scopic  removal  of  the  ureteric  part  of  the  stent 
was  accomplished.  In  April  1987,  right 
nephroscopy  was  unsuccessful. 

In  July  1988,  the  patient  was  referred  to  the 
Medical  University  Hospital  for  further  man- 
agement. In  the  interim,  she  had  converted  to 
the  Jehovah's  Witness  faith.  Radiologic  eval- 
uation revealed  partial  staghorn  calculus 
around  two  fragments  of  the  stent  (Eig.  1A,B). 
After  discussion  of  her  condition  and  treat- 
ment options,  she  refused  all  forms  of  blood 
transfusion.  Because  of  the  patient’s  refusal 
to  accept  blood  transfusion  if  needed,  it  was 
felt  that  percutaneous  or  open  stone  removal 
may  pose  an  increased  risk.  Accordingly, 
ESWL  was  elected  as  the  initial  treatment. 
The  patient  received  three  applications  of 
ESWL  utilizing  the  Dornier  HM3  lithotripter 
on  July  19,  1988;  October  21,  1988;  and 
April  18,  1989  (Eig.  IC,  D).  On  September 
11,  1989,  she  had  passed  all  the  stone  and 
stent  fragments  (Eig.  IE). 
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Fifjlire  I A.  Patient  N<».  I:  Plain  alKlominal  x-ray 
prior  to  treatment. 


Figure  1C.  Patient  No.  1:  Plain  abdominal  x-ray 
alter  1 ESVVL. 


Case  2:  A 23-year-old  myelodysplastic  male 
had  an  indwelling  right  double-pigtail  ureter- 
ic stent  for  management  of  ureterovesical 
stricture.  On  referral,  the  patient  had  a 
staghorn  calculus  around  the  renal  part  of  the 
ureteric  stent  and  another  calculus  around  the 
bladder  end  of  the  stent  (Fig.  2A).  The  patient 
was  managed  initially  with  ESWL  to  the 
renal  and  vesical  calculi.  The  renal  calculus 


Figure  IB.  Patient  No.  1:  IV  P prior  to  treatment. 


Figure  II).  Patient  No.  1:  Plain  abdominal  x-ray 
after  2 ESWL. 


was  fragmented  and  eliminated.  The  bladder 
calculus  remained  intact  and  was  managed 
with  cystoscopic  electrohydrolic  lithotripsy 
(Fig.  2B).  After  elimination  of  the  calculi, 
urodynamic  evaluation  demonstrated  poorly 
compliant  bladder  and  the  patient  was  man- 
aged with  augmentation  ileocystoplasty  with 
ureterointestinal  reimplantation. 
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Figure  IE.  Patient  No.  1:  Plain  abdominal  x-ray  at 
end  of  therapy. 


Case  3:  A 68-year-old  female  presented  witli 
sepsis  and  renal  insufficiency.  Investigations 
revealed  a serum  creatinine  of  8.6,  a non- 
functioning left  kidney,  and  a poorly  func- 
tioning right  kidney  with  a 7. cm  x 6 cm 
staghorn  calculus  (Figure  3A).  The  patient 
had  multiple  serious  medical  problems  and 
was  a Jehovah’s  Witness.  Due  to  the  patient's 
medical  condition  and  her  refusal  to  accept 
blood  transfusion  if  needed,  it  was  decided  to 
attempt  staged  E.SWL  as  initial  management. 
She  required  six  stages  of  ESWL  to  render 
her  stone-free  (Eig.  3B-D). 

DISCUSSION 

Stone  formation  around  ureteral  stents  is  a 
known  complication  of  longterm  stenting. 
Multiple  therapeutic  modalities  may  be  used 
to  deal  with  this  problem.  Anatrophic 
nephrolithotomy,  percutaneous  extraction, 
and  percutaneous  dissolution  have  been 
described.  Our  two  cases  demonstrate  that 
ESWE  may  he  successful  in  some  patients 
with  stones  forming  around  ureteral  stents.  In 
the  first  patient,  stent  fragments  passed  spon- 


Figure  2A.  Patient  No.  2:  Plain  abdominal  x-ray 
prior  to  therapy. 


Figure  2B.  Patient  No.  2:  Plain  abdominal  film  after 
ESVVF  to  renal  stone  and  electrobydrolic  lithotripsy 
to  bladder  stone. 


August  1995 


,t47 


UTIIOrRIPSY 


Figure  3A.  Patient  No.  3:  Plain  ahdoininal  x-ray 
prior  to  treatment. 


Figure  3B.  Patient  No.  3:  F’lain  abdominal  x-ray 
after  2 ESWL. 
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Figure  3E.  Patient  No.  3:  Plain  abdominal  x-ray 
after  6 P:SVVL. 


taneously  after  the  stone  was  fragmented  and 
eliminated.  Even  if  the  stent  fragments  had 
not  passed  spontaneously,  their  removal  with 
a ureteronephroscope  would  have  been  an 
option.  ESWL  was  successful  in  the  second 
patient  in  elimination  of  the  renal  stone 
allowing  safe  extraction  of  the  ureteric  stent. 
The  third  patient  was  not  a candidate  for  stan- 
dard operative  or  expectant  therapy.  The 
staghorn  calculous  in  a solitary-functioning 
right  kidney  was  causing  serious  life  threaten- 


ing sepsis.  Although  she  required  numerous 
ESWL  sessions  and  had  considerable  delay 
and  recurrent  moderate  morbidity,  she  was 
finally  rendered  stone-free,  without  the  avail- 
abilitv  of  ESWL,  the  choices  were  expectant, 
endoscopic  or  open  surgical  management,  all 
with  very  high  morbidity.  ~l 
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THE  GOOD  GHT:  A COMPARISON  OF  THE  ELI 
LILLY  PRESENTATION  COPIES  OF 
AEQUANIMITAS* 

ROBERT  C.  KIMBROUGH.  Ill,  M.  D.** 


The  book  Acqtuinimiias  With  other  Addresses 
to  Mediecd  Students,  Nurses  and  Practition- 
ers of  Medicine  by  Sir  William  Osier  was  first 
piiblisbed  in  the  United  Kingdom  in  1904  by 
H.  K.  Lewis.  It  was  simultaneously  published 
in  the  United  States  by  P.  Blakiston  and  Sons. 
Numerous  editions  and  printings  have  fol- 
lowed. The  seeond  edition  had  the  addition  of 
three  addresses  and  “remarks"  from  a 
farewell  dinner.  In  the  United  States  the  third 
edition  was  issued  in  February  of  1932  and 
eontained  the  same  material  as  the  seeond 
edition.  Eli  Lilly  and  Company  purchased  a 
large  number  of  the  third  United  States  edi- 
tion and  distributed  these  to  graduating  medi- 
cal students  throughout  the  United  States 
from  1932  through  1953.  Most  bibliophiles 
have  considered  these  volumes  to  be  identi- 
cal. However,  there  are  numerous  differences. 

From  1932  through  1953  the  Eli  Lilly  Com- 
pany distributed  approximately  150, 000 
copies  of  the  third  edition  of  Aecjuaidinitas  to 
graduating  medical  students  in  the  United 
States.  English  was  the  usual  language.  How- 
ever, there  is  a Spanish  edition  published  in 
1942  and  a Portuguese  edition  published  in 
1944.  There  are  at  least  seven  different  Unit- 
ed States  printings.  The  largest  of  these  was 
of  February  1932.  Other  printings  are  dated: 
November  1942,  October  1943,  August  1944, 
January  1947,  December  1948  and  February 
1951.  The  publisher  of  the  first,  second,  and 
third  United  States  editions  of  Aequanimitas 
was  the  Blakiston  Company  of  Philadelphia. 


*Presented  in  part  at  the  24th  Annual  Meeting  of  The 
American  Osier  Society,  London.  May  24.  1995. 

**Address  correspondence  to  Dr.  Kimbrough  at  the 
Department  of  Medicine.  Te.xas  Tech  University  Health 
Sciences  Center.  Lubbock.  TX  794.40. 


They  published  all  of  the  Eli  Lilly  presenta- 
tion copies.  Blakiston  was  absorbed  by 
McGraw-Hill  in  1954.  The  Maple  Press  of 
York,  Pennsylvania  was  the  printer  of  all  these 
volumes.  Information  from  catalogs  of  the 
Blakiston  Company  dated  in  1954  indicates 
the  last  of  these  similar  volumes  was  printed 
in  1951.  The  catalog  from  McGraw-Hill  dated 
1969  list  a reprint  of  the  book  in  1961.  How- 
ever, this  issue  is  quite  different  from  those 
that  were  used  as  presentation  copies. 

Each  of  the  presentation  books  was  accom- 
panied by  a letter  pasted  on  the  free  front  end 
paper.  In  addition,  some  of  the  books  were  pre- 
sented with  business  cards  of  the  pharmaceuti- 
cal company.  Over  the  years  the  contents  of 
the  letters  have  changed,  the  letterheads  have 
changed,  and  the  signatures  of  the  President  of 
Eli  Lilly  and  Company  have  also  changed. 

The  Eli  Lilly  and  Company  was  founded  by 
Colonel  Eli  Lilly  in  the  late  1800s.  It  is  head- 
quartered in  Indianapolis,  Indiana.  Colonel 
Lilly  remained  president  from  1876  to  1898. 
His  son,  J.  K.  Lilly,  Sr.,  became  president  in 
1898.  He  remained  in  that  position  until 
1932.  He  then  retired  and  died  in  1948.  J.  K. 
Lilly,  Sr.  had  two  sons,  Eli  Lilly  and  J.  K. 
Lilly,  Jr.  Eli  Lilly  became  president  of  the 
company  in  1932  and  continued  until  1947.  J. 
K.  Lilly,  Jr.  became  president  in  1947  and 
remained  president  until  1953.  Of  note,  while 
J.  K.  Lilly,  Sr.  was  living  J.  K.  Lilly,  Jr. 
retained  the  Jr.  in  correspondence  and  signa- 
ture. When  J.  K.  Lilly,  Sr.  died  in  1948  J.  K. 
Lilly,  Jr.  dropped  the  Jr. 

The  data  to  be  presented  have  been  gleaned 
from  the  author’s  personal  book  collection, 
and  information  kindly  supplied  by  histori- 
ans, bibliophiles,  book  dealers,  and  librarians. 
Information  from  annotated  bibliographies, 
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computer,  and  hand  searches  of  various  cata- 
logs has  also  been  included.' 

DESCRIPTION 

The  basic'  content  e)f  the  presentation  volumes 
is  identical.  Each  has  453  pages.  Despite 
changes  in  size  and  paper  material,  the 
arrangement  of  the  wording  is  the  same  on 
each  page  of  the  various  printings.  All  vol- 
umes are  eloth  bound  with  a dark  green  cloth. 
Octavo.  The  differenees  are  to  be  found  in  the 
eongratulatory  letters,  the  title  page  layout 
and  wording,  the  reverse  of  the  title  page  lay- 
out and  wording,  the  spine,  and  the  size  and 
paper  used  in  publication. 

February  1932:  The  size  of  the  boards  mea- 
sures 8 1/4”  high,  5 3/4"  deep  and  1 1/2" 
wide.  The  leafs  measure  8”  high,  5 1/4”  deep 
and  1 1/4”  wide.  The  spine  has  gold  imprint- 
ing with  two  straight  lines  at  the  top  and  two 
at  the  bottom  (Eigure  1).  The  title  is  worded; 
Aequanimitas  with  other  addresses.  The 
author  is  listed  as  - Osier.  In  the  mid  of  the 
spine  are  the  words  third  edition.  At  the  bot- 
tom of  the  spine  is  the  word  Blakiston.  The 
title  page  reads:  Aequanimitas:  With  other 
Addresses  to  Medical  Students,  Nurses,  and 
Praetitioners  of  Medieine.  The  author  is  listed 
"by  Sir  William  Osier,  Bt„  M.D.,  E.R.S.,  late 
Regis  Professor  of  Medicine,  Oxford,  Hon- 
orary Professor  of  Medicine,  John  Hopkin's 
University.  In  the  center  of  the  title  page  are 
the  words  third  edition  (Eigure  2). 

The  publishers  name  and  city  are  at  the  bot- 
tom of  the  title  page  in  the  arrangement  of: 
Philadelphia 

P.  Blakiston’s  Son  & Company,  INC. 

1932 

The  verso  of  the  title  page  is  blank  except  at 
the  bottom.  The  printing  company  is  noted 
thusly: 

PRINTED  IN  U.S.A. 

BY  THE  MAPLE  PRESS  COMPANY.  YORK.  PA. 

The  congratulations  letter  has  four  para- 
graphs. The  letterhead  reads: 

ELI  LILLY  AND  COMPANY. 

INDIANAPOLIS,  U.S.A. 

The  words  Office  of  Eli  Lilly,  President 
appear  on  the  left  and  ai'e  in  block  letters.  The 
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Figure  1.  1932  and  1947  editions. 
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dale  is  May,  1932,  witli  1932  being  in  arabie 
niinierals.  In  the  lower  left  eorner  ol’  Ihe  letter 
are  two  eapilali/ed  letters  “HI,”.  I’he  only 
hyphenated  word  in  the  entire  letter  is  in  the 
first  senlenee  of  the  last  paragraph.  There,  the 
word  “inspiration”  is  hyphenated  between  “i” 
and  “r.”  The  closing  “sincerely  yours”  is  cen- 
tered beneath  the  word  “life”  in  the  last  .sentence 
of  the  last  paragraph.  Beneath  the  signature  of 
Eli  Lilly  is  the  word  “President”  that  is  placed 
directly  beneath  the  “y”  in  the  word  “Lilly”. 

1933:  Is  the  same  as  1932  except  the  lay- 
out of  the  letter.  The  letterhead  is  in  three 
lines: 

ELI  LILLY  AND  COMPANY 
INDIANAPOLIS,  INDIANA 
U.S.A. 

The  date  is  spelled  out  and  there  is  no 
month  indication.  The  letter  contains  four 
paragraphs,  but  with  a different  arrangement 
than  the  first  letter.  The  word  “attainment”  is 
hyphenated  in  the  first  sentence  of  the  first 
paragraph,  the  word  “profession”  is  hyphen- 
ated in  the  last  sentence  of  the  second  para- 
graph, the  words  “knowledge”  and  “persis- 
tence” are  hyphenated  in  the  third  paragraph 
and  the  word  “inspiration”  is  no  longer 
hyphenated  in  the  last  paragraph.  The  closing 
“sincerely  yours”  is  now  shifted  to  the  left  to 
the  middle  of  the  page.  “EL”  no  longer 
appears  in  the  lower  left  corner. 

1934:  Is  the  same  as  1933,  except  for  the 
layout  of  the  congratulation  letter.  The  only 
hyphenated  word  in  the  letter  is  “passionate” 
in  the  second  line  of  the  third  paragraph.  The 
closing  now  is  placed  somewhat  to  the  right 
under  the  word  “abundant”  in  the  last  line  of 
the  last  paragraph.  The  word  “President”  is 
shifted  to  the  left  under  “Ely”. 

1935:  The  book  is  the  same  as  1932  and  the 
letterhead  has  reverted  to  that  of  1932  also.  The 
layout  of  the  four  paragraphs  is  again  different 
with  numerous  hyphenated  words  (Figure  3). 

1936:  Is  the  same  as  1935. 

1936-1942:  The  congratulation  letters  cease  to 
have  any  date.  The  layout  of  the  letters  continues 
to  differ  in  the  closing,  with  placement  vaiying 
from  right  to  left. 


Nineteen  Thirty-Five 

Dear  Dootor; 

Together  with  congratulations  on  your  at- 
tainment of  a medical  degree,  this  volume  of 
addresses  by  Sir  William  Osier,  who  adorned  your 
profession  in  the  United  States  for  so  many 
years,  is  cordially  presented. 

As  the  addresses  by  this  master  mind  of  mod- 
em medicine  are  read,  may  you  catch  his  vision 
of  the  almost  boundless  possibilities  of  your 
chosen  profession. 

?<ay  you  share  with  him  his  "relish  of  knowl- 
edge" and  his  absorbing  love  eind  passionate, 
persistent  searoh  for  truth. 

Above  all.  may  there  come  to  you  an  inspira- 
tion which  will  enable  you  to  live  a rich,  a 
happy,  and  an  abundant  life. 

Sincerely  yours, 

ELI  LILLY  AND  COMPANY 


Figure  3.  I,etter,  1935. 

At  some  time  the  title  page  changes.  How- 
ever, there  is  nothing  to  indicate  the  date  of 
that  change  (Figure  4).  The  change  in  the  title 
page  is  with  the  indication  of  the  publisher 
which  now  reads:  The  Blakiston  Company 
centered,  and  beneath  that,  centered. 
Philadelphia.  The  letter  accompanying  these 
volumes  has  no  date. 

One  of  the  undated  letters  accompanying 
the  “new”  title  page  has  the  wording  changed. 
The  word  “writings”  is  substituted  for  the 
word  “addresses”  in  the  first  sentence  of  the 
second  paragraph.  The  overall  layout  of  this 
letter  is  also  different,  as  is  the  ending  of  the 
letter.  The  words  “sincerely  yours”  are  now 
under  “an”  in  the  last  sentence.  The  word 
“president”  is  now  shifted  entirely  to  the  right 
under  the  word  “company”  in  Eli  Lilly  and 
Company. 

November  1942:  The  book  and  the  title 
page  are  the  same  as  those  later  than  1936. 
However,  the  letter  is  now  changed  to  a two 
paragraph  letter,  again  without  a date. 

October  1943:  The  book  size  and  the  title 
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THIRD  EDITION 


THE  BLAKISTON  COMPANY 
Philadelphia 

f igure  4.  Title  page,  1936-1942. 

page  are  the  same  as  those  after  1936.  How- 
ever, there  are  now  two  styles  of  letters.  The 
letterhead  changes  to  include  the  postal  zone 
reading;  Indianapolis  6,  U.S.A.  and  the  words 
“Office  of”  and  “President”  are  now  italicized 
rather  than  in  block.  The  letter's  layout  and 
content  are  the  same. 

August  1944:  Is  the  same  as  October  1943. 

January  1947:  The  book  size  changes  (Fig- 
ure 1 ).  The  boards  now  measure  8 3/16”  high, 
5 1/2”  deep,  and  1 1/4”  wide.  The  paper  is 
thinner.  The  leafs  measure  7 7/8”  high.  5 
3/16”  deep,  and  1”  to  1 1/4”  wide.  A logo  has 
appeared  on  the  spine  above  the  word  “Blak- 
iston”.  This  is  a script  “B”  with  an  open  book 
beneath.  On  the  title  page  a similar  logo 
appears  above  “The  Blakiston  Compa- 
ny”! Figure  5).  On  the  reverse  of  the  title 
page,  in  addition  to  indicating  the  printing 
date,  “United  States  of  America”  is  fully 
spelled  out  rather  than  abbreviated. 

The  letterhead  has  now  changed  to  J.  K. 
Lilly,  Jr.  as  has  the  signature.  The  two  para- 
graph letter  composition  and  layout  is  the 


same  as  October  1943.  The  closing  has  been 
moved  to  the  left  (Figure  6). 

December  I94S:  The  size  of  the  book 
returns  to  the  original  1932  size  and  the  paper 
is  the  same  as  the  1932  paper.  Information  on 
the  spine  and  the  title  page  remain  the  same 
as  the  1947  book.  The  reverse  of  the  title 
page  now  reads  “printing  of  December 
1948”.  The  printers  name  and  location  are  the 
same  as  that  of  January  1947.  The  only 
change  in  the  letter  consist  of  deleting  the 
abbreviation  for  Jr.,  both  in  the  letterhead  and 
the  signature.  The  words  “sincerely  yours” 
are  the  furthest  to  the  right  of  any  of  the  two 
paragraph/letters. 

February  1951:  The  same  as  1948,  except 
on  the  reverse  of  the  title  page  the  word 
“reprinted”  has  been  substituted  for  the  word 
“printing”  so  that  it  now  reads  “reprinted. 
February  1951”.  The  words  “sincerely  yours” 
and  the  signature  have  been  moved  to  the  left, 
again  similar  to  that  of  1943. 
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Door  Doctor; 

rien.30  accoft  our  sincere  congratu- 
lations on  your  attainment  of  a 
medical  degree. 

To  commemorate  the  occasion  wo  are 
presenting  to  you  tho  accompanying 
volume  of  addresses  hy  Sir  William 
Osier,  who  followed  your  profession 
for  so  many  years.  Wo  hope  that  as 
you  road  this  book  you  will  appre- 
ciate and  share  Sir  William's  in- 
spiration, his  breadth  of  vision, 
and,  above  all,  his  persistent 
search  for  truth. 

Sincerely  yours, 

ELI  LILLY  AND  COMPANY 


Presldont 

Figure  6.  Letter,  1947. 

DISCUSSION 

The  above  descriptions  indicate  many  differ- 
ences in  the  makeup  of  the  book  and  the  pre- 
sentation letters.  The  two  paragraph  letters 
content  and  layout  are  similar  enough  to 
believe  that  they  were  machine  produced. 
However,  I believe  the  letters  from  1932  to 
1942  were  individually  typed.  The  use  of  typ- 
ing pools  was  quite  common  in  large  compa- 
nies of  that  era.  The  most  unique  of  the  vol- 
umes is  that  of  January  1947.  It  differs  in 
size,  the  addition  of  - B - Logo,  the  change 
in  wording  of  the  printer's  location  on  the 
reverse  title  page,  change  in  the  letterhead  of 
the  two  paragraph  letter,  and  the  use  of  the 
abbreviation  for  Jr.  in  J.  K.  Lilly's  name  on 
the  letterhead  and  the  signature.  The  ne.xt 
year  the  Jr.  no  longer  appears. 

Thus,  the  Eli  Lilly  presentation  copies  of 
the  third  edition  of  Aequanimitas  are  not 
identical,  except  for  the  contents  of  the 


addresses.  The  recognition  of  these  differ- 
ences should  open  new  fields  for  research  and 
collecting.  It  is  unfortunate  that  this  good  gift 
is  no  longer  distributed  to  physicians. 

SUMMARY 

The  Eli  Lilly  Pharmaceutical  Company  of 
Indianapolis,  Indiana  distributed  some 
150,000  copies  of  the  third  edition  of  Sir 
William  Osier’s  Aequanimitas  to  graduating 
medical  students  between  1932  and  1953. 
Bibliophiles  have  considered  these  volumes 
identical.  However,  there  were  at  least  seven 
different  printings  in  English  and  one  in 
Spanish  and  one  in  Portuguese.  The  size  of 
the  book  and  type  of  paper  changed  over  the 
years.  The  title  page,  spine  information,  and 
printing  information  also  changed.  A congrat- 
ulatory letter  from  Eli  Lilly  and  Company 
was  placed  in  the  front  of  each  book.  These 
letters  have  many  differences.  Thus,  the  vol- 
umes are  not  identical  and  the  recognition  of 
these  differences  opens  a new  field  for 
research  and  collecting. 
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AEQUANIMITAS  REVISITED 

In  this  issue  of  The  Journal,  Dr.  Robert 
Kimbrough  presents  a seholarly  analysis  of 
the  various  printings  of  the  third  edition  of 
Aequanimitas,  Sir  William  Osier's  eelebrated 
eol lection  of  essays.  Between  1932  and  1953. 
The  Eli  Lilly  Pharmaceutical  Company 
distributed  nearly  150,000  copies  of  this 
remarkable  volume  to  graduating  medical 
students.  One  of  the  copies  was  given  to  my 
father,  who  gave  it  to  me.  I suspect  that  I am 
but  one  of  thousands  of  second-  and  even 
third-generation  beneficiaries  who  treasure 
these  volumes  and  continue  to  be  inspired  by 
Osier’s  eloquent  expressions  of  medicine’s 
highest  ideals. 

Osier’s  felicitous  writing  style  has  evoked 
much  comment  over  the  years.  A master  of 
the  pithy  phrase,  he  is  often  best  remembered 
for  his  widely-quoted  epigrams.  His  essays 
still  make  good  reading,  and  most  of  them 
exude  the  author’s  easy  familiarity  not  only 
with  medicine  but  also  with  history,  literature, 
and  Latin.  One  gains  the  impression  that 
Osier  must  have  been  a naturally-gifted  writer 
and  public  speaker.  Such  was  not  the  case. 
Early  in  his  career,  his  delivery  was 
commonly  described  as  “halting”  and  his 
writing  was  far  from  brilliant.  Osier 
succeeded  as  a great  communicator  because 
he  worked  hard  at  it. 

Osier’s  skill  as  a writer,  like  his  skill  as  a 
clinician,  hinged  on  what  he  called  the 
“master-word:” 

Though  a little  one,  the  master-word  looms 
large  in  meaning.  It  is  the  open  sesame  to 
every  portal,  the  great  equalizer  in  the 
world,  the  true  philosopher’s  stone,  which 
transmutes  all  the  base  metal  of  humanity 
into  gold.  The  stupid  man  among  you  it  will 
make  bright,  the  bright  man  brilliant,  and 
the  brilliant  student  steady.  With  the  magic 


word  in  your  heart  all  things  are  possible, 
and  without  it  all  study  is  vanity  and 
vexation...  And  the  master-word  is  Work,  a 
little  one,  as  I have  said,  but  fraught  with 
momentous  sequences  if  you  can  but  write 
it  on  the  tablets  of  your  hearts...' 

Most  of  the  essays  that  comprise  the 
Aequanimitas  collection  were  given  as  invited 
lectures  or  commencement  addresses.  Osier 
could  easily  have  met  these  obligations  with 
boilerplate  speeches  that  would  have  required 
little  preparation.  He  chose  instead  to  honor 
these  audiences  with  refreshingly  original 
remarks,  and  although  he  made  it  look  easy, 
any  writer  can  understand  that  it  was  not.’ 
Even  to  the  end  of  his  career,  his  essays  were 
extensively  revised  prior  to  delivery. 

Osier  was  a master  of  positive  thinking  who 
taught  that  the  best  way  to  retain  one’s  focus 
and  idealism  is  to  commune  regularly  with 
the  great  writers  of  the  past.  To  this  end,  he 
proposed  a “Bed-Side  Library  for  Medical 
Students”  that  can  be  found  on  the  last  page 
of  the  Aequanimitas  volume.  The  student,  he 
suggested,  should  devote  the  last  half  hour  of 
the  day  to  what  he  called  “the  inner 
education.”  His  recommended  reading  list 
consisted  of  The  Bible,  Shakespeare, 
Montaigne,  Plutarch’s  Lives,  Marcus 
Aurelius,  Epictetus,  Sir  Thomas  Browne’s 
Religio  Medici,  Cervantes’  Don  Quixote, 
Emerson,  and  Oliver  Wendell  Holmes' 
Breakfast-Table  Series.  Today's  bedtime 
tastes  are  more  inclined  to  the  likes  of  Jay 
Leno  or  David  Letterman,  and  with  a few 
exceptions  (notably.  The  Bible,  Shakespeare, 
and  Don  Quixote),  few  of  Osier’s  authors  are 
read  closely  by  today’s  students.  And  that’s  a 
shame,  for  seldom  has  our  profession  needed 
idealism  and  inner  strength  more  than  it  does 
today. 
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SOMK  I HKMKS  ADDRESSKI)  IN  VWK  AEQUANIMITAS  ESSAY  S 

“Ae((u;iiiimitas''  — iiiipcrtiirliability  and  menial  calmness  as  piaelieal  virtues  I'or  physicians 
“Doctor  and  Nurse"  - the  value  ol  "a  busy,  useliil.  aiul  happy"  lil'e  of  service  to  others 
“'I'eaclier  and  Sindent”  the  imporlanee  ol'  idealism  and  diligence  in  the  academic  selling 
“Physic  and  Physicians  as  Depicted  in  Plato"  — the  role  of  physicians  in  ancient  (ireece 
“'I'he  Leaven  of  Science"  the  scientific  spirit,  properly  understood,  elevates  all  of  society 
“ The  Army  Surgeon"  — we  should  always  make  the  most  of  our  circumstances 
“'reaching  and  Thinking"  — medical  schools  neeil  both  teachers  and  researchers 
“Internal  Medicine  as  a Vocation"  - the  challenges  and  rewards  of  becoming  a consultant 
“Nurse  and  Patient"  - nurses  must  balance  sympathy  with  taciturnity 
“Hritisli  .Medicine  in  (ireat  Britain"  — Linacre.  Harvey,  Sydenham,  and  others 
“/After  'I’vventy-Five  A'ears"  — reflections  on  the  student  life  from  the  professor’s  perspective 
“B(»oks  and  Men"  — the  importance  of  books  to  libraries  and  to  medical  practitioners 
“Medicine  in  the  Nineteenth  Century"  — growth  of  scientific  medicine  and  public  health 
“Chauvinism  in  Medicine"  — medicine  as  an  open,  worldwide  profession 
“Some  /Aspects  of /American  Medical  Bihliography"  — America's  contributions  to  medicine 
“The  Hospital  as  a College"  — clinically-oriented  ediieation  at  fhe  Johns  Hopkins  Hospital 
“On  the  Educational  V alue  of  the  Medical  Society"  — the  need  for  continuing  educatioti 
“The  Master-Word  in  Medicine"  — focused  hard  work  is  the  very  "meastire  of  success" 

“'I’he  Fixed  Peri(»d"  — one  is  unlikely  to  make  original  contributions  after  age  sixty 
“'I’he  Student  Life"  — the  need  to  a approaeh  medicine  from  a broad-minded  perspective 
“LInity,  Peace  and  Concord"  — medicine  "forms  a remarkable  world-wide  unit" 

“I/Envoi"  — suceess  is  best  predicated  on  worthy  goals  and  lofty  ideals 


Mo.st  of  the  themes  developed  in 
Aequanimitas  reflect  near-universal  values 
and  therefore  can  he  passed  without  comment 
(Table  1 ).  Some,  such  as  the  importance  of 
continuing  education  and  the  need  to  eschew 
chauvinism  in  all  of  its  forms,  strike  us  as 
remarkably  prescient.  However,  two  of  the 
essays  are  sometimes  attacked  on  the  grounds 
that  Osier  was  out  of  touch  with  reality.  His 
remarks  in  the  title  essay,  "Aequanimitas,” 
are  sometimes  taken  as  the  antithesis  of 
compassion.  His  remarks  in  "The  Fixed 
Period”  are  sometimes  taken  as  opposition  to 
the  potential  usefulness  of  older  citizens.  In 
both  cases,  the  critics  are  misled. 

"Aequanimitas”  was  given  in  1889  as  the 
valedictory  address  to  graduating  medical 
students  at  The  University  of  Pennsylvania  as 
Osier  prepared  to  leave  Philadelphia  for 
Baltimore.  It  was  one  of  Osier’s  shorter 
addresses.  He  focused  on  two  desirable 
attributes;  imperturbability  and  its  mental 
equivalent,  equanimity  {aequanimitas).  He 
held  that  imperturbabilty  was  "largely  a 
bodily  endowment.”  He  recognized  that 
laypersons  often  mistook  the  appearance  of 
cool  detachment  for  callousness.  However,  it 


was  a "positive  necessity  in  the  exercise  of  a 
calm  judgment,  in  carrying  out  delicate 
observations.”  Aequanimitas,  on  the  other 
hand,  was  a state  of  mental  calmness  that  was 
especially  useful  for  helping  physicians  "bear 
with  composure  the  misfortunes  of  our 
neighbors.”  So  strongly  did  Osier  feel  about 
this  point  that  when  he  was  knighted  in  1911, 
he  took  Aequanimitas  as  the  motto  for  his 
coat  of  arms. 

One  critic,  in  an  essay  entitled  "Against 
Aequanimitas,”  went  so  far  as  to  claim  that 
"the  major  voice  that  seems  to  emerge  from 
all  the  serious,  uplifting  advice  is  the  public 
tone  of  the  academic  snob.”  Aequanimitas 
was  seen  as  cool  detachment  that  discourages 
compassion,  a much  higher  virtue  for 
physicians.^  This  accusation  does  Osier  gross 
injustice.  He  made  it  clear  in  the  second 
paragraph  of  the  address  his  intent  to  discuss 
but  two  of  many  desirable  attributes: 

1 could  have  the  heart  to  spare  you,  poor, 
careworn  survivors  of  a hard  struggle,  so 
"lean  and  pale  and  leaden-eyed  with  study;” 
and  my  tender  mercy  constrains  me  to 
consider  but  two  of  the  score  of  elements 
which  may  make  or  mar  your  lives — which 
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may  conlribule  to  your  success,  or  help  you 
in  the  days  ol'  failure. 

And  he  also  made  it  clear  that  equanimity  and 
compassion  are  hardly  incompatible: 
Cultivate,  then,  gentlemen  such  a judicious 
measure  of  obtuseness  as  will  enable  you  to 
meet  the  exigencies  of  practice  with 
firmness  and  courage,  without,  at  the  same 
time,  hardening  “the  human  heart  by  which 
w'c  livc."^ 

This  was  a recurrent  theme  of  Osier’s  work; 
for  example,  in  another  address,  he  said: 

As  the  practice  of  medicine  is  not  a 
business  and  can  never  be  one.  the 
education  of  the  heart — the  moral  side  of 
man — must  keep  pace  with  the  education  of 
the  head.  Our  fellow  creatures  cannot  be 
dealt  with  as  man  deals  in  corn  and  coal; 
“the  human  heart  by  which  we  live”  must 
control  our  professional  relations. 

To  criticize  Osier  for  emphasizing 
aeqiumimitas  is  to  set  up  a straw  man  of  the 
worst  sort. 

“The  Fixed  Period”  was  given  in  1905  as 
Osier's  farewell  address  to  the  faculty  of  The 
Johns  Hopkins  University  as  he  prepared  to 
leave  Baltimore  for  Oxford.  Keenly  aware  of 
his  popularity,  he  tried  to  console  his 
audience  by  rellecting  that,  at  55.  he  was  past 
his  prime.  He  therefore  put  forth  “two  fixed 
ideas  well  known  to  my  friends,  harmless 
obsessions  with  which  1 sometimes  bore 
them,  but  which  have  a direct  bearing  on  this 
important  problem.”  He  continued: 

The  first  is  the  eomparative  uselessness  of 
men  above  forty  years  of  age.  This  may 
seem  shocking,  and  yet  read  aright  the 
world’s  history  bears  out  the  statement. 
Take  the  sum  of  human  achievement  in 
action,  in  science,  in  art,  in  literature — 
subtract  the  work  of  the  men  above  forty, 
and  while  we  should  miss  great  treasures, 
even  priceless  treasures,  we  would 
practically  be  where  we  are  to-day. 

It  was  the  next  point  that  got  him  into  trouble: 
My  second  fixed  idea  is  the  uselessness  of 
men  above  sixty  years  of  age,  and  the 
incalculable  benefit  it  would  be  in 
commercial,  political  and  in  professional 


life  if.  as  a matter  of  course,  men  stopped 
work  at  this  age....  In  that  charming  novel. 
T!}e  Fixed  Period,  Anthony  Trollope 
discusses  the  practical  advantages  in 
modern  life  of  a return  to  this  ancient  usage, 
and  the  plot  hinges  iq^on  the  admirable 
scheme  of  a college  into  which  at  sixty  men 
retired  for  a year  of  contemplation  before  a 
peaceful  departure  by  chloroform.'’ 

On  this  occasion.  Osier’s  penchant  for  humor 
and  literary  allusion  proved  to  be  most 
unfortunate.  Newspapers  throughout  the 
country  blared:  “OSLER  RECOMMENDS 
CHLOROEORM  AT  SIXTY.”  Osier’s  name 
became  a household  word,  and  “to  Oslerize” 
became  synonymous  with  euthanasia.  To  this 
day.  Osier’s  remarks  are  sometimes 
misconstrued  as  hostility  toward  older 
citizens. 

Eour  points  should  be  made  in  Osier’s 
defense.  Eirst.  Osier  loved  old  people.  At 
Oxford,  he  would  make  a special  point  of 
befriending  the  elderly  pensioners  at  Ewelme, 
an  almshouse  that  had  received  little  attention 
from  the  previous  Regius  Professors  of 
Medicine.'  Second,  his  allusion  to  Trollope’s 
novel  was  not  only  in  jest  but  was  also 
incorrect;  Trollope  never  mentioned 
chloroform  as  the  method  for  euthanasia. 
Third,  his  remarks  were  probably  based  on 
deep  philosophical  and  religious  conviction 
that  stemmed  from  his  close  reading  of  Sir 
Thomas  Browne’s  Religio  Medici."  Einally, 
Osier  became  his  own  best  example  that  the 
later  years  of  life  can  be  among  the  finest  and 
most  productive  (Table  2).  The  entire  second 
volume  of  Harvey  Cushing’s  biography 
consists  of  the  last  14  years  of  his  life,  the 
years  of  alleged  “uselessness.’”'  And  one 
might  add  that  Osier  also  became  a good 
example  of  his  admonition  to  young 
physicians:  “Beware  of  words — they  are 
dangerous  things.  They  change  color  like  the 
chameleon,  and  they  return  with  a 
boomerang.”"' 

William  Osier  took  many  stands:  for  better 
medical  education,  for  better  medical  science, 
for  better  public  health,  for  better 
appreciation  of  the  humanities,  and  for  good 
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tahit:  2 

OSLKR’S  LII  K IINDKRS TOOI)  AS  HIS  RKSPONSK  TO  DKVEUOPMENTAL  TASKS 

STA(JE  (approximate  ages)* 

deveeopmentai.  tasks 

WILLIA.M  OSLER 

Identity  (21  to  25 ) 

Accluire  skills;  develop  a track 
record 

Decides  to  become 
a physician 

Gencrativity  (.^5  to  55) 

Consolidate  reputation;  make 
one's  mark 

Becomes  a famous 
clinician-teacher 

Consolidation  (post  55) 

Come  to  terms  with  how  life 
has  been  used;  reflect 

Takes  position  at 
Oxford  becomes  elder 
statesman 

*After  Erikson  E,  Childhood  and  Society  (New  York:  Norton,  1950). 

will  throughout  the  medical  profession — to 
name  a few.  Although  his  writing  style,  like 
his  style  of  medical  practice,  sometimes 
seems  a hit  old-fashioned,  his  idealism  does 
not.  More  than  a century  later,  in  our  present 
climate  of  much  uncertainty,  we  would  do 
well  to  remember  Osier’s  parting  blessing  to 
those  graduating  students  at  The  University 
of  Pennsylvania:  “Gentlemen, — Farewell, 
and  take  with  you  into  the  struggle  the 
watchword  of  the  good  old  Roman — 
Aequanimitas.” 

— CSB 
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Oh  tw  Coiner: 


FREDERICK  HOLLICK,  M.  D. 

The  celebrated  Dr.  Hollick  has  published 
a work  in  Philadelphia,  entitled  Outlines  of 
Anatomy  and  Physiology  for  Popular  Use, 
which  brings  the  study  of  those  important 
sciences  home  to  every  reader.  It  is  accom- 
panied by  an  ingeniously  arranged  plate, 
which  opens  by  pieces,  exhibiting  the 
anatomy  of  the  human  structure,  with 
explanations  in  English,  and  is  thus  divest- 
ed of  all  technicalities  and  mysteries  by 
which  the  ordinary  study  is  shrouded.  Dr. 
Hollick  seems  determined  to  do  his  part  in  a 
medical  way  towards  affording  that  knowl- 
edge to  the  people  embraced  in  the  axiom, 
“Know  thyself.” 

“The  ingeniously  arranged  plate”  is  the  sub- 
ject of  our  cover  this  month.  The  Waring 
Library’s  copy  of  Hollick’s  book  was  pub- 
lished in  1847,  and  on  Christmas  1866  was 
given  and  inscribed  to  T.  Grange  Simons  by 
his  brother-in-law,  Thomas  M.  Waring. 
Simons  would  graduate  from  the  Medical 
College  in  March  of  1867  and  become  a 
much  loved  doctor  in  Charleston. 


Meanwhile,  Dr.  Hollick  was  giving  a series 
of  lectures  on  “The  Origin  of  Life”  using  a 
“manikin  or  Artificial  Anatomy”  which  “rep- 
resents the  human  body  with  admirable  per- 
fection,.. .can  be  taken  apart,  opened,  exam- 
ined with  an  ease  that  renders  the  study  as 
perfect  as  an  actual  dissection,  without  the 
desagremens  that  attend  a scrutiny  of  the  real 
subject.” 

Whether  on  economic  or  moral  grounds, 
these  lectures  were  not  universally  welcomed. 
In  fact.  Dr.  Hollick  “ran  against  some  inter- 
ested jackanapes,  who  had  the  Doctor  pre- 
sented by  the  Grand  Jury  of  Philadelphia.” 
The  effort  was  made  “to  cast  contempt  and 
odium,  not  only  upon  the  able  and  eloquent 
lecturer,  but  upon  the  numerous  class  of 
females  attendant  upon  the  same.”  This  nefar- 
ious scheme  was  foiled:  the  doctor  was 
acquitted,  the  ladies’  reputation  restored,  and 
all  lived,  presumably,  happily  ever  after. 

Betty  Newsom 

The  Waring  Historical  Library 
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PHYSICIAN  REC()(;NH  I()N  awards 

riie  following  SCMA  physicians 

are  recent  recipients  of  the  AMA's  Bhysieian  Recognition 

Award.  I’his  awtird  is  official  doctinicntation  of  Conlinuing  Medical  Education  hours  earned. 

Ktiyniond  K.  Allen,  M.  1). 

David  W.  Hiott,  .M.  D. 

William  S.  Anderson,  M.  1). 

Marcelo  E.  Hochman,  M.  D. 

.lohn  M.  Baker,  M.  I). 

Roy  A.  Howell,  M.  D. 

.1.  M.  Bennell,  M.  D. 

Joseph  P.  Jackson,  M.  D. 

Larry  A.  Berglind,  M.  D. 

Dexter  L.  JelTords,  M.  D. 

Nabil  K.  Bissada,  M.  D. 

James  L.  Jewell,  M.  D 

Stephen  D.  Campbell,  M.  D. 

James  C.  Kearse,  M.  D. 

Joseph  M.  Cavanagh,  M.  D. 

Ann  J.  Kelly,  M.  D. 

Themistocles  J.  Chakeris,  M.  D. 

Douglas  E.  Kennemore,  M.  D. 

Scott  S.  Counts,  M.  D. 

Renee  R.  Lamm,  M.  D. 

Rex  H.  Dillingham,  M.  D. 

Osear  F.  Lovelace,  M.  D. 

James  K.  Dixon,  M.  D. 

Benjamin  E.  Nicholson,  M.  D. 

William  C.  Donaldson,  M.  D. 

George  L.  Rainsford,  M.  D. 

George  G.  Durst,  M.  D. 

Dennison  B.  Robey,  M.  D. 

Simeon  G.  Eaves,  M.  D. 

Henry  D.  Salter,  M.  D. 

Sharon  1.  Eden,  M.  D. 

Jeffrey  K.  Smith,  M.  D. 

Robert  M.  Edwards,  M.  D. 

Palmira  M.  S.  Snape,  M.  D. 

Bruce  C.  Elliott,  M.  D. 

Laura  G.  Sullivan,  M.  D. 

Larry  R.  Eaulkner,  M.  D. 

Frederick  C.  Swensen,  M.  D. 

Harold  I.  Eriedman,  M.  D. 

Robert  W.  Todd,  M.  D. 

Stephen  R.  Gardner,  M.  D. 

Boyee  G.  Tollison,  M.  D. 

Winston  Y.  Godwin,  M.  D. 

Duncan  W.  Tyson,  M.  D. 

Raymond  V.  Grubbs,  M.  D. 

Kim  V.  Vo,  M.  D. 

Robert  E.  Hartvigsen,  M.  D. 

Thomas  B.  Warren,  M.  D. 

William  W.  Haynes,  M.  D. 

Gardner  D.  Young,  D.  0. 
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Thornton  & Thome  give  the  medical  community  something  to  think  about  this  month. 


Disability  Insurance 


The  SCMA  Disability  Insurance  Program  offers  you  the  best  value  available  in  disability 
insurance.  This  product  will  cost  less  than  any  non-cancelable  disability  policy  you  can 
buy. 

The  SCMA  program  offers; 

• 25%  premium  discount  to  SCMA  members 

• policy  issued  by  Connecticut  Mutual 

• non-cancelable  policy  which  you  own  and  control 

• no  changes  in  the  policy  can  be  made  prior  to  age  65 

i 

! • premium  is  guaranteed  not  to  change  prior  to  your  age  65 

• highest  quality  definitions 

\ 

1 • same  rates  for  males  and  females 


Information  current  as  of  August  1,  1995 


Compare  the  contractual  provisions  and  premiums  to  any  competing  product  and  you’ll 
agree.  We  think  premiums  will  increase  before  the  end  of  1995  but  by  acting  now,  you 
can  lock  in  today’s  premium  and  benefits  before  they  change. 

Return  the  enclosed  response  card  to  receive  information. 
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Columbia,  SC  29202-0688 
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Have  you  used  tobacco  in  the  past  12  months?  YES NO 

DOB SEX MONTHLY  BENEFIT  DESIRED  $ 


Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax  advice.  Only 
your  attorney  and  accountant  are  qualihed  to  do  so 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Carolina  Medical  Community. 
P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 
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AiliancePage 

THE  1995  AMA  ALLIANCE,  INC.  ANNUAL  SESSION 

This  meeting,  always  exciting  and  inl'onnative,  took  place  on  June  18-20  at  the  Drake  in 
Chicago.  A little  fitness,  a little  laughter  and  a lot  of  issues  affecting  the  entire  medical 
community  were  the  topics. 

Joining  me  for  this  session  were  Kiki  Sanford,  Brenda  Cate,  Dee  Jewell,  Lisa  Schroeder,  and 
Gail  Robinson.  Attending  also  from  South  Carolina  were  Hope  Grayson  and  Betty  Hester. 

At  the  House  of  Delegates  opening  session.  Dr.  Robert  E.  McAfee,  AMA  President,  gave  the 
keynote  address.  He  discussed  briefly  the  changes  in  health  care  delivery  and  the  rising  number 
of  HMOs.  His  main  emphasis,  however,  was  on  our  country’s  number  one  public  health 
problem — domestic  violence.  The  AMA  Alliance  is  joining  the  AMA  in  addressing  this  issue  by 
adopting  a national  unified  health  project  entitled  “SAVE;  Stop  America’s  Violence 
Everywhere.” 

“The  Capital  Step,”  a comedy  troupe  of  cuixent  and  former  Congressional  staffers,  entertained 
the  delegates  with  their  bipartisan  brand  of  humor  in  the  form  of  new  lyrics  for  familiar  tunes — 
such  as  a shot  at  health  care  reform  in  “You  Can  Suture  Yourself  at  Home”  (sung  to  the  tune  of 
“Consider  Yourself’).  Jane  Brody,  national  personal  health  columnist  for  T/ie  New  York  Times 
brought  us  her  message  on  wholesome  food  and  fitness,  with  an  emphasis  on  moderation  and 
variety. 

The  “Eocus  ’95-'96”  goal  for  AMA-ERE  is  to  make  sure  that  one  thing  does  not  change: 
Support  for  the  physicians  of  tomorrow  from  the  physicians  of  today.  Of  the  2.2  million  total 
dollars  raised  this  year,  75  percent  was  raised  by  the  alliance.  Goals  for  Health  Promotion, 
Legislation  and  Membership  will  appear  in  upcoming  issues  of  this  journal. 

Of  great  concern  and  consideration  by  the  delegates  was  a strategic  plan  of  19 
recommendations  presented  by  the  Board  of  Directors  to  move  the  organization  efficiently  into 
the  21st  century.  The  key  to  all  of  the  recommendations  was  membership  retention  and  growth; 
and  named  important  to  both  of  these  was  ( 1 ) a universal  identity  in  name  for  all  levels  of  the 
organization  and  (2)  a unifying  health  issue  for  the  entire  organization.  Changing  to  a unified 
name  did  not  pass;  however,  a unified  health  issue  did  (SAVE). 

Betty  Hester  gave  the  SCMA  Alliance  report  and  we  were  excited  that  her  county,  Florence, 
won  a beautiful  crystal  bowl  in  a drawing  for  “County  Recognition:  Play  Ball.”  To  participate, 
counties  had  to  score  runs  by  touching  each  of  four  specified  bases  in  increasing  their 
membership. 

We  are  delighted  that  Hope  Grayson  will  be  serving  on  the  1995-96  Alliance  Board  of 
Directors  as  Bylaws  Chair. 

At  the  closing  of  this  session,  Sharon  Scott  of  Roseburg,  Oregon,  was  installed  as  the  1995-96 
AMA  Alliance  President. 
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Janelle  L.  Otherson  (Mrs.  H.  Biemann,  Jr.) 
President-Elect  and  Chairman  of  Delegates 
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Not  getting  your  child  all  his 
shots  is  like  leaving  hhn  out  here  alone 

At  least  11  shots  by  two.  How  sure  are  you?  Questions?  Call  1-800-232-2522. 
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tl.S.  Oepartment  of  Health  and  Hnman  Services 


Call  For  Papers 


1996  International 
Conference  on 
Physician  Health 

February  8-10 
Chandler,  Arizona 


Deadline  for 
submission  is 
October  2,  1995 
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Uncertain  Times:  Preventing 
Illness,  Promoting  Wellness 

Authors  are  invited  to  submit  abstracts  for  consideration  as  part  of  the 
1996  International  Conference  on  Physician  Health,  which  is  sponsored  by 
the  American  Medical  Association,  the  Canadian  Medical  Association,  the 
Federation  of  State  Medical  Boards,  and  the  Federation  of  Licensing 
Authorities  of  Canada. 

Presentations  dealing  with  any  aspect  of  physician  health,  including  issues 
of  well-being,  impairment,  disability,  treatment,  and  education  are 
welcome.  Of  particular  interest  are: 

• Coping  with  changing  economic  or  practice  circumstances 

• Stress  and  physician  health 

• Epidemiologic  data 

• The  effects  of  violence  directed  at  physicians 

• Violence  occurring  within  physicians'  families 

• Patient  exploitation 

• Mental  illness,  including  substance  abuse 

• Physical  illness  and  disability 

• Special  populations 

• Comparative  data  across  states  or  countries 

• Physician  well-being  and  family  functioning 

• Updates  on  clinical  areas  (depression,  pharmacotherapy,  etc.) 

Three  types  of  presentations  are  welcome: 

• Poster  presentations:  written  presentations  of  data-based  research 

• Paper  sessions:  Oral  presentations  of  scientific,  data-based  findings  on 
issues  of  physician  health.  Paper  presentations  will  be  grouped  into 
related  panels,  with  individual  papers  presented  in  20  minute  time  slots 

• Workshops:  Training  or  instructional  presentations  designed  to  improve 
the  skills  and  knowledge  of  persons  working  in  the  physician  health  field 

Abstracts  for  all  presentations  must  be  submitted  on  the  abstract  submis- 
sion form  which  is  available  from:  American  Medical  Association,  Physician 
Health  Program,  Attn.  E.  Tejcek,  515  North  State  Street,  Chicago,  IL  60610. 

All  presenters  must  register  for  the  conference  and  will  pay  the  AMA 
member  rate.  Presenters  will  be  responsible  for  their  own  expenses. 

Questions  or  requests  for  abstract  submission  forms  may  be  sent  to  the 
address  above  or  directed  to  312  464-5066  or  faxed  to  312  464-5841. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


FOR  SALK:  A Lanier  phone  system,  series 
XII.  The  phone  system  includes  34  exten- 
sions and  central  processing  unit.  Lxcellent 
phone  system  for  small  or  medium  size  medi- 
cal practice.  Please  respond  Bruee  W.  Thomp- 
son, MA,  MBA,  Coastal  Orthopaedie  Assoei- 
ates,  FA,  1400  Hny  544,  Conway,  SC  29526. 
Phone  (SOJ)  347-7222. 


oran(;kbur(;  and  calhoun 

COUNTIF^S  have  practice  opportunities  for 
graduating  residents/fellows  and  experienced 
practitioners  in  the  following  specialties: 
Emergency  Medicine,  Endocrinology,  Family 
Practice,  Infectious  Diseases,  Orthopedic 
Sports  Medicine,  Rheumatology  and  Urology. 
Practice  incentives  and  relocation  assistance 
are  available.  Contaet  Dr.  Cherinol,  The 
Regional  Medieal  Center,  at  (800)  866-6045. 
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You  are  invited  to  review  our  Medical  Office  Manager ... 
a system  for  the  21st  Century 

Fox  Meadows  Software,  Limited 
2 West  Wessex  Way 
Blythewood,  S.C.  29016 

We  have  been  serving  medical  offices  throughout  American  through 
mail  order  sales  for  over  eight  years.  We  have  expanded  to  direct 
services  in  five  states  and  look  forward  to  speaking  with  you. 

Take  time  to  compare  the  FMS  advantage  and  support  services  to  your  current 

system  and  service  fees 

Call  (803)  754-4290  or  (800)  754-7213  for  additional  information  or  an  initial 

on-site  review  of  your  needs. 


Medical  Office  Software, 

that: 

Supports  personal  computers  that  run  DOS,  Windows 

No  End  of  Day  or  Monthly  close-outs  required 

Select  reports  by  entering  a from  and  to  date 

Multiple  user,  Relational  Database  with  Real-Time  updates 

Easy  to  use  screens  with  pop  up  help  windows 

The  most  civilized  and  cost  effective  software  available  today 

Electronic  claims.  Scheduler,  Imaging,  and  Voice  Recognition 

Over  75  industry  standard  reports  and  still  going 

No  corrupted  databases  because  of  power  failures 

Interfaces  with  other  popular  Microsoft  products  ( Excel,  Word  ) 

Create  your  own  databases,  extract  data  for  reports 

Medication  capture  and  contraindicated  medicine  checking 

Export  and  import  Patient  data  to  other  offices  electronically 

Fax  your  prescriptions  to  Pharmacies  via  a modem 

Unlimited  clinical  and  statistical  reporting  of  your  data 

Year  2000  ready 


''Being  a doctor  has  allowed  me 
to  provide  the  best for  my  family'' 

DR.  JANELLE  GOETCHEUS,  MEDICAL  DIRECTOR,  HEALTH  CARE 
FOR  THE  HOMELESS  PROJECT,  INC.,  WASHINGTON,  DC 


Dr.  Goetcheus  says  that  raising  her 
children  in  a health  recovery  facility 
for  the  homeless  is  one  of  the  great- 
est gifts  she  has  given  them. 


Her  gifts  to  her  patients  are  even 
greater.  Caring  for  Washington’s 
homeless  for  almost  a decade,  she 
despaired  at  seeing  simple  medical 
problems  gro\v  severe  w^hen  patients 
lacked  a clean*,  quiet  place  vv^here 
they  could  heal.  Her  ansv^^er  was  to 
found  Christ  House,  a live-in  respite 
care  facility  for  the  homeless  — and 
home  to  her  family. 


Today,  this  center  is  part  of 
Washington’s  Health  Care  for  the 
Homeless  Project.  As  medical  direc- 
tor of  both.  Dr.  Goetcheus  is  serving 
in  an  even  greater  capacity,  reviving 
health  and  hope  in  those  she  serves. 

•J'.-  , , 

The  Sharing  the  Care  program 
■jdonatgs  Pfizer’s  full  line  of  single- 
^Sffrcejjharmaceuticals  to  medically 
uninsured,  lo\v-income  patients  of 
- federally  qualified  centers  like 
Heajth  Care  for  the  Homeless,  in  ' 
support  of  those  who,  like  Dr. 
Goetcheus,  are  part  of  the  cure. 


Sharing  the  Care:  A Pharmaceuticals  Access 
Program  is  a joint  effort  of  the  National 
Governors'  Association,  the  National  Association 
of  Community  Health  Centers  and  Pfizer. 


Were  part  of  the  cure. 
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The  Balh  Was  The  Mast 
Dangerous  Place 
In  The  Heme .. . 


Now  it  is  easy  to  convert  existing  bath  tubs  into 
secure  Safe  Baths  that  exceed  A. DA.  and  ANSI 
standards.  Designed  for  the  elderly  and  physically 
impaired,  Safe  Baths  are  easy  to  install  and  easy  to 
remove.  Contoured  for  strength  and  constmcted 
of  durable  high  gloss  white 
polyethylene, 
a Safe  Bath  can 
safely  support 
an  adult  bather. 


To  use  the 
Safe  Bath,  the 
bather  slides 

onto  the  seat  with  the  help  of  the 
wall  grab  bars.  Then  the  safety  belt 
is  buckled  and  the  curtain  is  closed  by  pulling 
it  through  the  seat  curtain  slot  and  tucking  it 


under  the  leg  to  prevent  water  splashing.  Featuring 
4 special  patents,  the  Safe  Bath  is  ideal  for  hospitals, 
nursing  homes  and  rehab  centers  — as  well  as  homes 
and  hotels. 

Safe  Bath  helps  bathers  and 
caregivers  by 
making  the 
bathing 
experience 
faster  and  safer. 

Plus,  it  gives 
architects  and 
contractors  an 

economical  and  efficient  way  to 
convert  existing  baths  into  secure 
Safe  Baths.  The  safe  bath  mb  seat  is  anchored  to  the 
wall  and  mb  apron  to  prevent  rocking  and  slipping. 


For  more  information,  call  or  write: 


SAFE  BATHS,  Inc. 

107  Business  Park  Drive 
P.O.  Box  813 
Indian  Trail,  N.C  28079 
Phone  (704)  821-3449 
FAX  (704)  821-3536 


She  isn’t  sure  if 
she  needs  a 


No  one  mentioned  a preauthorization.  Is  that 
e something  you  can  give  her?  By  the  way,  what 
is  a preauthorization? 


Mix-ups  like  this  throw  your  practice's  schedule 
off  and  frustrate  patients.  So  head  off  problems, 
and  mn  your  office  smoothly  with  PAID  IV  Plus. 


PAID  IV  Plus,  Companion  Technologies’  private 
label  version  of  The  Medical  Manager  s is  the 
complete  practice  management  software  system 
that's  easy  to  use.  With  just  a few  simple  keystrokes, 
you'll  master  managed  care  functions,  including: 

Quickly  checking  for  treatment 
preauthoiizations  and  patient  eligibility 

Maintaining  insurance  policy  limits 

Handhng  multiple  insurance  providers 
for  a single  patient 

Producing  numerous  practice  reports 
tmd  tuialyses 

Knowing  which  services  are  not  covered 

PAID  IV  Plus  actually  mtikes  “managed  cai'e" 
manageable.  And  your  life  a lot  less  complex. 


Leant  what  else  PAID  IV  Plus  can  do  for  you. 
Call  Companion  Technologies  for  infonnation  or 
to  schedule  a system  demonstration. 


1-800-382-PAID  (7243) 
or  fax  (803)  699-2384 

PAID  IV  Plus.  Because  patients  can  V remember 
everything,  atidyou  have  to. 


55- 


PAIDIV 

Plus 


Companion  Technologies 

Modern  technology  for  practice  management 


PAH)  IV  Plus 
is! 


EXPERIENCE  THE  STERLING  ADVANTAGE... 


Emergency  Medicine  opportunity 
Spartanburg,  South  Carolina 

Spartanburg  is  located  in  the  northwestern  corner  of  South  Carolina,  less  than  one  hour  away  from 
the  Blue  Ridge  Mountains  and  just  hours  to  the  sunny  beaches  of  the  state. 

Full-time  Emergency  Medicine  opportunity.  226-bed  facility,  23,000  annual  patient  visits  in  the 
Emergency  Department  with  physician  double  coverage.  Candidates  should  be  Board  Certified  in  a 
Primary  Care  Specialty  or  Board  Eligible/Board  Certified  in  Emergency  Medicine  with  significant 
Emergency  Medicine  experience. 

Excellent  compensation  package  including: 

• Paid  Malpractice  with  extended  coverage 

• Discounted  disability  coverage  (30%  off  premiums) 

• Continuing  Medical  Education  (tuition  at  no  charge) 

• NO  RESTRICTIVE  COVENANTS  in  contract  agreements 

Please  contact  Jim  Rousos  at  800-874-4053 
HEALTHCARE  GROUP  We  look  forward  to  hearing  from  you! 


THE  ARMY  RESERVE  OFFERS  UNIQUE  AND 
REWARDING  EXPERIENCES. 


As  a medical  officer  in  the  Army  Reserve  you  will  be  offered  a 
variety  of  challenges  and  rewards.  You  will  also  have  a unique 
array  of  advantages  that  will  add  a new  dimension  to  your 
civilian  career,  such  as: 

• special  training  programs 

• advanced  casualty  care 

• advanced  trauma  life  support 

• flight  medicine 

• continuing  medical  education  programs  and  conferences 

• physician  networking 

• attractive  retirement  benefits 

• change  of  pace 

It  could  be  to  your  advantage  to  find  out  how  well  the  Army 
Reserve  Avill  treat  you  for  a small  amount  of  your  time.  An  Army 
Reserve  Medical  Counselor  can  tell  you  more,  call  collect : 


(803)  741-1856 
(803)  741-1857 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE: 


PresiaeHt's 

BUSINESS  “EFFICIENCY“ 

AND  OUR  ROLF  AS  “HP:ALFRS” 

These  days  every  journal  on  practiee  management  speaks  of  increasing  productivity.  They  say 
that,  by  delegating  minor  problems  to  physician  extenders  and  by  limiting  our  conversations  to  an 
efficient  minimum,  we  can  see  more  patients. 

I can  certainly  see  more  patients  by  sticking  to  the  presenting  complaint,  not  looking  through 
charts  for  previous  problems,  not  asking  about  family  situations,  not  asking  how  a child  is  doing 
in  school,  or  not  asking  a wife  or  a husband  how  they  are  getting  along;  but  what  will  I 
accomplish  if  I do  this?  If  I have  sold  my  practice,  my  new  boss  will  be  happy  with  my 
production  and  I may  get  home  earlier.  I will  probably  make  more  money,  something  which  is 
always  nice,  but  what  will  1 have  lost?  I think  a great  deal,  especially  the  opportunity  to  discover 
unresolved  problems.  1 will  not  identify  the  problem  student  and  why  he/she  is  having  trouble  at 
school  or  at  home.  1 will  not  identify  the  wife  who  is  living  in  an  abusive  relationship,  or  the 
middle-aged  man  who  is  under  great  stress  or  the  old  man  who  is  depressed.  In  this  productivity 
game,  there  is  no  doubt  that  our  patients  will  be  the  biggest  losers. 

1 can  quickly  give  pain  medicines.  H2-blockers  or  muscle  relaxants  for  the  headaches,  stomach 
aches,  or  back  aches.  But  if  1 treat  only  the  symptoms  and  do  not  rule  out  the  possibility  of  other 
underlying  causes,  the  problem  will  only  continue  and  grow  worse.  I know  from  experience  that 
some  patients  will  readily  tell  me  about  their  physical  ailments  but  cannot  bring  themselves  to 
talk  about  other  problems  without  encouragement.  Often  they  wait  until  the  last  moment  to  talk 
about  what  really  is  the  matter.  How  many  times  have  1 seen  a patient  who  has  been  scoped  from 
both  ends  but  has  never  been  asked  the  necessary  questions  which  might  point  to  depression, 
abuse  or  stress.  How  many  times  have  I seen  a patient  with  multiple  symptoms  who  has  had  very 
expensive  workups,  but  has  never  been  looked  at  as  a person  with  possible  psychological 
problems  which  could  explain  the  symptoms. 

We  must  talk  to  our  patients.  We  must  take  the  time  to  know  the  patient  and  his/her  particular 
circumstances.  There  is  no  code  to  reimburse  us  for  spending  a few  more  minutes  with  each 
patient  to  discover  potential  problems  or  unmask  existing  ones,  but  as  physicians,  we  owe  this 
sort  of  attention  to  our  patients.  To  practice  this  kind  of  medicine  will  in  the  long  run,  do  exactly 
what  practice  management  experts  would  have  us  do  - deliver  cost-effective  medicine.  If  we  can 
identify  underlying  problems  which  will  not  respond  to  lab  tests,  procedures  and  MRIs,  but 
which  might  respond  to  other  kinds  of  therapy,  we  can  hope  to  satisfy  both  the  business  demands 
of  “efficiency”  and  also  to  fulfill  our  time-honored  role  as  “healers." 


Benjamin  E.  Nicholson,  M.  D. 
President 
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INFECTION  AND  DISEASE  DUE  TO  HUMAN 
IMMUNODEFICIENCY  VIRUS  AND  THE 
ACQUIRED  IMMUNODEEICIENCY  SYNDROME^ 

BOSKO  POSTIC,  M.  D.* ** 

PHILLIP  A GREEN,  M.  D. 

CHARLES  S.  BRYAN,  M.  D. 


In  the  early  1980s  cases  of  Kaposi’s  sarcoma 
and  Pneumocystis  pneumonia  began  to  appear 
among  male  homosexuals  who  were  not  known 
previously  to  be  immunodeficient.  By  immuno- 
logic tests,  patients  showed  an  impressive 
depletion  of  the  thymus-derived  lymphocytes, 
particularly  the  CD4  helper  cells.  Therefore,  the 
disease  was  initially  called  GRID  for  Gay 
Related  Immunodeficiency.  By  1984,  cases  of 
this  new  disease  appeared  also  in  recipients  of 
transfused  blood,  hemophiliacs  receiving  clot- 
ting factors,  and  intravenous  drug  users.  There- 
fore, the  name  acquired  immunodeficiency  syn- 
drome (AIDS)  was  adopted.  The  disease  was 
recognized  to  carry  a high,  possibly  100  per- 
cent, lethality. 

In  1983  scientists  at  the  Pasteur  Institute  in 
Paris,  France,  led  by  Guy  Montagnier,  isolated 
a human  retrovirus,  which  they  named  lym- 
phadenopathy  associated  virus  (LAV).  By  1984, 


*From  the  Department  of  Medicine,  University  of  South 
Carolina  School  of  Medicine.  Columbia. 

**Address  correspondence  to  Dr.  Po.stic  at  2 Richland 
Medical  Park.  Suite  502,  Columbia.  SC  29203. 


Robert  Gallo  and  coworkers  at  the  National 
Institutes  of  Health  in  Bethesda,  Maryland, 
U.S.A.,  also  isolated  a retrovirus,  called  initially 
HTLV-III,  for  human  lymphotropic  virus  III. 
These  scientists  had  previously  isolated, 
between  1978  and  1981,  leukemia-related 
viruses  HTLV-I  and  HTLV-II.  Further  re.search 
showed  that  LAV  and  HTLV-III  were  one  virus, 
which  was  renamed  HIV-1  for  human  immun- 
odeficiency virus.  A related  virus  was  later  iso- 
lated from  certain  patients  with  clinical  presen- 
tation of  AIDS  from  Western  Africa  and  was 
called  HIV-2. 

In  1985  a serologic  te.st  for  antibodies  to  HIV 
was  introduced  and  applied  for  screening 
human  blood  for  transfusion.  This  resulted  in  a 
safer  blood  supply,  reducing  significantly  the 
transfusion-associated  HIV  infection. 

Within  a few  years  of  the  appearance  of  cases 
of  AIDS,  the  HIV  infection  and  disease 
appeared  also  in  children.  The  transmission  was 
either  transplacental  or  perinatal. 
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IIIV  AND  AIDS 


TIIK  KTI()L()(;Y()I  AIDS 

IIIV  causes  AIDS.  'I'hc  virus  can  be  isolated 
from  close  to  100  pereenl  of  cases.  A tragic 
conlirniation  of  the  etiology  of  AIDS  was 
fouiul  in  the  reeipients  of  transfused  blood, 
hemophiliacs,  infants  born  to  HIV-infected 
mothers  and  the  rare  health  care  workers,  vic- 
tims of  needle  stick  accidents.  The  sexual  trans- 
mission of  fllV  was  documented  in  modern 
epidemiologic  studies. 

HIV  is  an  RNA-containing  virus  belonging  to 
the  lentivirus  family  of  retroviruses.  HIV  is 
capable  of  producing  a cytopathic  effect  in  cul- 
tured lymphocytes,  whereas  other  retroviruses 
such  as  HTLV-I  and  HTLV-Il  tend  to  transform 
infected  cells,  hence  their  tumor-producing 
capacity. 

HIV  is  approximately  100  nanograms  in 
diameter  and  contains  two  distinct  parts:  the 
envelope  of  the  virus  and  its  core.  Biologically 
and  medically  important  subunits  in  the  enve- 
lope are  the  glycoproteins  120  (gpl20)  and  40 
(gp40).  The  core  of  the  virus  contains  the 
genome  that  encodes  for  structural  proteins 
(GAG),  the  polymerase  enzyme  (POL)  and  the 
envelope  proteins  (ENV).  During  infection,  the 
immune  system  creates  antibodies  directed 
both  to  the  envelope  and  the  core  of  the  virus. 

The  main  cellular  target  of  the  virus  is  the 
CD4  helper  T lymphocyte,  but  HIV  is  capable 
of  infecting  other  cells:  megakaryocytes, 
peripheral  white  blood  cells,  follicular  dendritic 
cells  in  the  lymph  nodes,  epidermal  Langer- 
hans  cells,  astrocytes  and  other  glial  cells,  cyto- 
toxic lymphocytes,  known  as  CDS  cells,  cells 
of  the  cervix  of  the  uterus,  rectal  mucosa  and 
those  of  the  retina. 

EPIDEMIOLOGY 

The  only  reservoir  for  HIV  is  the  human  being. 
The  infected  person  is  capable  of  transmitting 
the  infection  either  by  heterosexual  or  homo- 
.sexLial  (for  men)  contact.  This  may  also  occur 
by  the  transfer  of  blood  containing  HIV,  by 
either  transfusion,  or  by  contaminated  needles 
used  by  intravenous  drug  users  infected 
patients.  An  HIV-infected  mother  may  infect 
her  fetus/infant  in  utero,  or  perinatally,  in  up  to 


40  percent  of  cases.  Rarely,  infection  may 
occur  also  through  the  mother’s  milk. 

According  to  the  World  Health  Organization, 
the  greatest  reservoir  of  cases  of  HIV  infection 
is  in  Sub-Saharan  Africa,  where  up  to  eight 
million  cases  are  estimated.  Significant  reser- 
voirs exist  in  North  America  also,  with  more 
than  one  million  cases,  Latin  America  and  the 
Caribbean,  with  the  estimate  of  cases  being  1 .5 
million,  and  in  the  South  and  Southeast  Asia, 
also  with  1.5  million  or  more  infected  persons. 
Western  Europe  is  considered  to  have  about 
50(),()()()  HIV-infected  humans,  while  Eastern 
Europe  and  Central  Asia  have  around  50,(K)0. 
These  figures  relate  to  the  mid- 1993  period. 

PATHOGENESIS  OE  HIV  INFECTION 
AND  DISEASE 

An  immunocompetent  person  acquires  the 
infection  either  through  sexual  contact  or  other 
modes  of  transmission.  Infection  means  the 
entry  of  the  virus  into  the  body,  its  replication 
in  susceptible  cells,  and  the  immune  response 
to  it.  Antibody  to  HIV-1  appears  in  the  infected 
individual  on  the  average  after  two  months  fol- 
lowing infection.  By  six  months,  more  than  90 
percent,  and  by  a year  more  than  99  percent,  of 
the  infected  acquire  demonstrable  antibodies. 

Some  HIV-infected  individuals  experience  an 
acute  HIV  .syndrome  within  the  first  six  months 
of  infection.  Following  this  period  starts  a clini- 
cal latency  that  may  last,  for  five  to  10  years. 
During  this  period  the  CD4  T-lymphocytes  fall 
in  number,  but  this  may  not  be  observed,  since 
many  patients  are  symptom-free.  The  host  does 
mount  a reasonably  effective,  although  noncu- 
rative, response. 

When  the  CD4  number  falls  below  500,  con- 
stitutional symptoms  such  as  fever,  weight  loss, 
sweats,  or  diarrhea  may  occur.  At  CD4  lym- 
phocyte counts  below  200,  major  opportunistic 
infections  start  occuning,  and  this  stage  of  HIV 
disease  represents  AIDS.  The  outcome  is 
almost  uniformly  fatal,  and  it  may  take  10  or 
even  more  years  from  infection  for  a patient  to 
succumb  to  AIDS.  A small  sub.set  of  patients 
may  demonstrate  stable  clinical  and  immuno- 
logic findings  for  10  or  more  years  after  docu- 
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mented  infection  (“long-temi  survivors”). 

Vireniia  occurs  at  a higher  magnitude  during 
the  first  six  months  following  infection,  and 
late  in  the  course  of  disease,  usually  after  many 
years.  During  the  long  clinical  latency  period, 
the  virus  tends  to  localize  in  the  peripheral 
lymph  nodes,  particularly  the  follicular  dendrit- 
ic cells.  Later  in  the  course  of  disease,  the 
lymph  nodes  become  cytopenic,  and  the  virus 
escapes  again  into  the  bloodstream. 

The  mechanism  of  T-cell  death  is  very  com- 
plex. There  is  a direct  cytocidal  effect  of  the 
virus.  Autoimmunity  also  contributes  to  the  T- 
cell  depletion.  A form  of  programmed  cell 
death,  known  as  apoptosis,  is  thought  to  play  a 
role  in  the  progressive  decline  of  the  CD4  cell 
reservoir. 

Even  before  significant  CD4  depletion,  func- 
tional abnomialities  of  the  CD4  T-cells  can  be 
detected.  This  consists  of  diminished  prolifera- 
tive responses  to  an  antigen,  failure  to  recognize 
previously  encountered  antigens,  and  a deficien- 
cy in  the  lymphoid  mitogenic  responses. 

HIV  infection  also  involves  the  CDS  T-cells, 
known  as  cytotoxic  or  cytocidal  cells.  Their 
number  decreases  early,  within  three  to  four 
weeks  after  infection,  but  usually  there  is  a 
recovery.  In  the  late  phase  of  AIDS,  when  the 
opportunistic  infections  are  more  frequent,  the 
CDS  cells  also  undergo  depletion. 

HIV  replicates  in  monocytes  and 
macrophages  also.  A deficient  response  to 
inflammation  results.  The  cytokine  production 
becomes  unbalanced.  T-helper-I  (TH-1)  lym- 
phocytes direct  cellular  immunity  and  make 
interleukin-2  (IL-2)  and  gamma  interferon.  TH- 
2 cells  direct  antibody  production  and  make  IL- 
4,  IL-5,  IL-6  and  IL-10.  B-cell  dysfunction  is 
due  to  the  TH-l/TH-2  imbalance  leading  to 
hypergammaglobulinemia.  Due  to  the  deregu- 
lated antibody  production,  HIV-infected 
patients  experience  allergies  to  drugs  and  to 
environmentally  occurring  antigens.  In  sum, 
HIV  infection  produces  an  immunodeficiency 
which  affects  most  cell  types  involved  in  the 
response  to  infection.  HIV  replicates  persistent- 
ly in  the  tissues  of  the  infected  person,  particu- 
larly the  lymphoid  organs.  This  leads  to  a 


chronic  depletion  of  immune  competence.  The 
infected  person  is  then  vulnerable  to  many 
opportunistic  agents,  most  of  which  represent 
internal  relapses  of  past,  arrested  infections.  An 
example  is  tuberculosis,  a chronic  infection, 
where  in  the  absence  of  HIV  infection,  in  the 
majority  of  infected  persons,  the  immune  sys- 
tem is  capable  of  controlling  the  infection  for 
years.  In  contrast,  in  HIV-infected  persons,  the 
profound  deficit  in  immune  cells,  CD4,  CD8, 
the  monocyte  macrophage  system,  and  the  B 
lymphocytes,  leads  to  serious,  life-threatening 
infections,  such  as  Pneumocystis  carinii  pneu- 
monia (PCP),  cerebral  toxoplasmosis,  tubercu- 
losis and  others. 

CLINICAL  ASPECTS  OF  HIV  DISEASE 
AND  AIDS 

The  acute  retroviral  syndrome  may  occur 
within  weeks  of  infection  and  presents  as; 

1. a  heterophile  antibody-negative  mononu- 
cleosis. 

2.  an  influenza-like  illness  without  the  respi- 
ratory component,  but  occasionally  with  a 
maculopapular  rash  which  is  faint  and  cen- 
tripetal. 

3.  aseptic  meningitis  in  a few  cases. 

This  acute  retroviral  illness  occurs  in  the 
minority  of  the  infected  persons,  while  the 
majority  are  asymptomatic. 

Years  after  the  infeetion,  constitutional 
symptoms  such  as  fatigue,  malaise,  episodic 
fever  and  night  sweats,  anorexia  and  weight 
loss  may  follow. 

When  the  CD4  count  drops  below  500,  oral 
hairy  leukoplakia  may  appear.  These  are 
white  spike-like  lesions  at  the  lateral  edges  of 
the  tongue.  They  represent  crystals  of  Epstein 
Barr  virus,  which  relapse  from  a donnant  stage. 
The  eondition  is  aesthetically  damaging;  other- 
wise it  carries  no  symptoms. 

Herpes  zoster  may  appear  in  many  individu- 
als who  are  HIV-infected,  irrespective  of  age. 
Such  attacks  result  from  immunodeficieney, 
promoted  by  HIV,  leading  to  a relapse  of  vari- 
cella-zoster virtis  from  a latently  infeeted  gan- 
glion. Not  every  case  of  herpes  zoster  in  a 
younger  individual  points  to  HIV  infection. 
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Ncvorllicless,  a person  under  50  presenting 
with  herpes  zoster  should  have  a serologie 
screen  tor  HIV  antibodies. 

Herpes  simplex  virus  (HSV)  causes,  in 
patients  with  advanced  AIDS,  painful  perianal 
or  genital  ulcers,  lasting  more  than  a month. 
Frequently,  there  is  an  associated,  even  more 
painful  herpes  proctitis.  It  is  diagnosed  by 
anoscopy  or  sigmoidoscopy  and  virus  culture, 
yielding  usually  HSV  type  2,  or  by  the  charac- 
teristic giant  cells  on  an  imprint  slide  (“Tzanck 
preparation”).  The  diagnosis  may  also  be 
reached  by  a favorable  response  to  an  empiric 
trial  with  acyclovir:  400  mg  every  four  hours 
for  10  days,  followed  by  lifelong  400  mg  twice 
daily.  HSV  type  1.  occasionally  type  2,  may 
cause  oropharyngeal  vesicles  developing  into 
lasting  ulcers.  As  is  the  case  with  most  oppor- 
tunistic diseases,  mucocutaneous  HSV  is  most- 
ly an  internal  relap.se,  not  a new  infection. 

Since  HIV  is  a sexually-transmitted  disease, 
other  such  diseases  tend  to  coincide  with 
HIV/AIDS.  Of  these,  syphilis  is  probably  the 
most  important.  Early  neurosyphilis,  within  the 
first  two  years  of  a syphilitic  infection,  is  char- 
acterized by  meningitis,  cranial  nerve  abnomtal- 
ities,  or  a stroke.  A seizure  disorder  in  a HIV- 
infected  individual  may  also  be  due  to  neu- 
rosyphilis. Without  HIV.  late  manifestations  of 
neurosyphilis  are  manifested,  on  the  average, 
later  than  1 5 years  from  infection  with  Trepone- 
ma pallidum.  In  contrast,  in  HIV-infected  indi- 
viduals late  neurosyphilis  may  be  seen  within 
four  years.  The  diagnosis  of  neurosyphilis  in 
HIV-infected  individuals  is  not  simple.  It  is  con- 
firmed with  the  demonstration  of  circulating 
antibodies  to  Treponema  pallidum,  and  the 
recognition  of  these  antibodies  by  the  VDRL 
test  in  the  cerebrospinal  fluid  (CSF).  This  test  is 
specific,  but  not  very  sensitive.  The  most  fre- 
quent laboratory  abnomiality  is  pleocytosis  of 
the  CSF,  consisting  of  lymphocytes  and  mono- 
cytes. but  the  sensitivity  of  the  increased  cell 
count  is  below  70  percent.  The  diagnosis  may 
be  achie\  ed  by  the  demonstration  of  spirochetes 
with  special  stains  in  the  spinal  fluid  or  in  ner- 
\ous  tissue,  as  well  as  by  the  polymerase  chain 
reaction  for  the  treponemal  DNA. 


Tuberculosis  may  occur  at  any  stage  of 
infection  due  to  HIV.  A tuberculin  reaction  may 
be  suppressed  in  individuals  whose  CD4  counts 
are  lower  than  500.  Therefore,  it  is  important  to 
date  the  tuberculin  test  to  the  CD4  count.  A 
high  index  of  suspicion  should  be  exercised 
with  an  apparent  pneumonia  not  responding  to 
otherwise-effective  antimicrobial  treatment. 
The  recognition  of  mycobacteria  in  the  sputum, 
by  smear  and  culture,  calls  for  specific  therapy 
(see  below).  Ca.ses  of  tuberculosis  may  be  atyp- 
ical in  an  HIV-infected  individual:  in  more 
than  25  percent  of  cases,  dis.seminated  disease 
is  seen.  The  chest  x-ray  may  be  clear,  yet  endo- 
bronchial tuberculosis  may  be  at  hand.  The 
appearance  of  the  pulmonary  radiogram  may  or 
may  not  show  the  classical  subclavicular  pat- 
tern of  reactivated  tuberculosis.  Pulmonary 
tuberculosis  may  present  as  noncavitary  lesions 
in  any  lung  segment. 

Acute,  progressive  and  disseminated  histo- 
plasmosis may  involve  the  HIV-infected 
patient,  usually  at  the  stage  of  AIDS.  Fever  is 
the  most  frequent  sign.  Oral  and  genital  ulcers, 
lymphadenopathy  and  hepatosplenomegaly, 
and  a maculopapular,  ery  thematous  rash  on  the 
face,  trunk  and  extremities,  are  possible  associ- 
ated findings.  The  diagnosis  may  be  made  by 
finding  characteristic  yeast  cells  in  the  poly- 
morphonuclear white  cells  and  monocytes  on 
the  blood  smear.  The  blood  and/or  bone  mar- 
row cultures  are  frequently  productive,  as  are 
biopsies  of  the  involved  organs.  This  includes 
the  central  nervous  system  lesions,  which  may 
resemble  the  rimmed  lesions  of  toxoplasmosis. 
A heat  stable  polysaccharide  antigen  in  the 
urine  and  serum  is  diagnostically  useful.  This 
test,  a solid  phase  radioimmunoassay,  is  avail- 
able in  a specialized  research  laboratory.  The 
urine  antigen  is  found  in  90  percent  of  AIDS 
patients  with  disseminated  histoplasmosis. 
Treatment  of  this  infection  calls  for  ampho- 
tericin B.  at  0.7  to  1.0  mg/kg  a day  intravenous- 
ly. to  reach  a cumulative  dose  of  2.5  gm.  if  tol- 
erated. Maintenance,  long-tenn  treatment  with 
200  mg  of  intraconazole.  twice  daily,  is 
required  to  prevent  relapses. 

At  earlier  stages  of  HIV  infection,  as  well  as 
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later,  a generalized,  mostly  asymptomatie  lym- 
phadenopathy  may  oeeur.  It  tends  to  be  cervi- 
eal,  axillary,  as  well  as  inguinal,  and  is  usually 
symmetric.  An  asymmetric  lymphadenopathy 
raises  the  suspicion  of  a lymphoma. 

Of  the  dermatologic  manifestations,  sebor- 
rheic dermatitis  is  frequently  seen.  Symptoms 
and  signs  are  diverse  and  relate  to  the  exacerba- 
tion of  underlying  skin  conditions,  such  as  pso- 
riasis, opportunistic  tumors,  Kaposi's  sarcoma, 
as  well  as  opportunistic  infections:  cutaneous 
cryptococcosis,  mucocutaneous  histoplasmosis, 
molluscum  contagiosum,  genital  warts,  herpes 
zoster,  and  heipes  simplex  virus.  The  latter  may 
present  as  blisters  or  ulcers  that  do  not  heal 
readily.  A pruritic  eruption  is  frequently  seen, 
also.  Its  main  effect  is  annoyance. 

Of  the  mucous  membrane  manifestations, 
oral  and  pharyngeal  candidiasis  is  the  most  fre- 
quent. In  most  cases,  it  can  be  controlled  with 
antifungal  agents.  Aphthous  stomatitis  is  both- 
ersome in  HIV-infected  persons.  Treatment  with 
steroids  is  resorted  to  in  cases  that  are  painful 
and  interfere  with  the  patient's  nutiition.  (ieni- 
tal  candidiasis  is  also  frequently  seen,  as  is 
recurrent  genital  herpes,  condyloma  acumina- 
tum, and  related  to  the  latter,  uterine  cervical 
intraepithelial  neoplasia  and  carcinoma. 

The  laboratory  findings  frequently  seen  in 
patients  with  HIV  disease  consist  of  anemia 
and  thrombocytopenia.  Leukopenia  is  common, 
particularly  neutropenia,  and  later,  lymphocy- 
topenia. The  platelet  abnormalities,  due  to 
autoimmunity,  are  capricious  as  to  their 
appearance  and  occasional  spontaneous 
improvement.  The  main  laboratory  abnormality 
is  the  CD4  lymphocytopenia,  which  is  also  the 
best  method  to  judge  the  remaining  immune 
reserve  of  the  infected  individual.  Hypergam- 
maglobulinemia is  due  to  lack  of  helper  func- 
tion by  CD4  lymphocytes.  It  is  polyclonal  by 
electrophoretic  analysis  of  serum  proteins.  Ele- 
vated blood  urea  nitrogen  or  serum  creatinine, 
proteinuria,  and  hypoalbuminemia  point  to 
renal  involvement  leading  frequently  to  failure. 
The  pathology  consists  of  a focal  sclerosing 
glomerulonephritis,  and  is  seen  particularly  in 
persons  of  African  origin  infected  with  HIV. 


Wasting  syndrome,  a profound  loss  of  more 
than  15  percent  of  body  weight,  occurs  late  in 
AIDS.  The  presence  of  diarrhea  or  fever  lasting 
over  one  month  is  a diagnostic  requirement  for 
this  syndrome.  Laboratory  abnormalities 
include  hypocholesterolemia  and  hypertriglyc- 
eridemia. They  may  relate  to  the  effect  of 
cytokines,  particularly  tumor  necrosis  factor 
(TNF). 

When  the  CD4  count  falls  below  200,  major 
opportunistic  infections  occur.  Of  these,  in  per- 
sons who  do  not  receive  specific  prophylaxis 
(see  below),  Pneumocystis  carinii  pneumonia 
(PCP)  is  the  most  frequent.  Characteristically, 
this  is  a pneumonia  slow  in  onset,  starting  with 
a low-grade  fever  and  cough  over  several 
weeks,  progressing  to  sustained  fever  and 
hypoxemia.  The  chest  x-ray  most  frequently 
consists  of  reticular  nodular  infiltrates,  but 
other  presentations  such  as  unilateral  pneumo- 
nia and/or  tumor-like  appearance  on  the  chest 
x-ray  may  also  be  present.  The  latter  is  seen  in 
persons  who  undergo  prophylaxis  with  pen- 
tamidine by  inhalation,  due  to  uneven  distribu- 
tion of  the  drug,  which  may  miss  poorly  venti- 
lated lung  segments  such  as  the  apices. 

When  the  CD4  lymphocyte  count  is  under 
200,  an  approach  is  suggested  to  diagnose  an 
opportunistic  pulmonaiy  infection  and/or  a bac- 
terial, community-acquired  pneumonia: 

1.  Sputum  should  be  induced  by  nebulization 
with  hypertonic  (10  percent)  saline  and 
examined  by: 

a.  gram  stain,  bacterial  culture 

b.  stain,  culture  for  mycobacteria 

c.  stain,  culture  for  fungi 

d.  cytology  for  Pneumocystis  carinii 

2.  Empiric  therapy,  based  on  above  findings, 
directed  to  a bacterial  pathogen  or  PCP. 

3.  When  the  patient's  condition  is  serious  at 
outset,  or  empiric  therapy  fails  within  72 
hours,  the  diagnosis  requires  an  invasive 
method:  bronchoscopy,  bronchoalveolar 
lavage,  transbronchial  biopsy  or  a pleural 
tap  and  biopsy,  if  applicable.  The  examina- 
tion of  the  biopsy  should  include  histology, 
with  appropriate  stains  and  microbiologic 
tests  as  above.  In  sum,  pulmonary  disease 
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in  a comproniiscd  patient  calls  lor  a 
cicrinitivc  diagnosis  whicli  then  leads  to 
deHnitive  therapy. 

AIDS-related  tumors  consist  of  non 
Hodgkin's  lymphoma,  central  nervous  system 
lymphoma  aiul  Kaposi's  sarcoma.  The  latter  is 
an  endothelial  tumor  aiul  occurs,  almost  exclu- 
sively, in  I llV-inrecterl  male  homosexuals,  ('er- 
\ieal  neoplasia,  as  previously  mentioned, 
should  he  sereenerl  tor  by  semiannual  I’ap 
smears. 

C erebral  toxoplasmosis  ol  the  brain  is  an 
important  opportunistic  int’ection  occurring  in 
people  who  are  HlV-inlected,  very  depleted  in 
their  CD4  reserve  (under  100),  usually  present- 
ing with  a headache,  focal  neurological  defect 
or  seiz.ure.  On  CT  scanning  of  the  head,  one 
usually  sees  a ring-enhancing  lesion.  Definitive 
diagnosis  can  be  accomplished  by  an  aspira- 
tional  biopsy  through  a burr  hole.  This  is  rarely 
resorted  to,  since  a presumptive  diagnosis  may 
be  reached  by  demonstrating  anti-toxoplasma 
IgG  antibodies  in  the  serum,  rellecting  a previ- 
ous immune  experience,  and  a characteristic 
radiological  (CT)  picture  showing  ring  lesions 
brought  out  by  contrast  injection.  The  diagnosis 
is  strengthened  by  a favorable  response  to 
drugs  inhibitory  to  Toxoplasma  gondii. 

Another  important  central  nervous  system 
(CNS)  infection  is  cryptococcosis.  This  com- 
plication of  AIDS  presents  with  a progressive 
headache,  low-grade  fever,  but  infrequently 
with  a stiff  neck  otherwise  characteristic  of 
meningeal  infections.  Therefore,  when  a patient 
presents  with  the  above  symptoms  and  with  a 
CD4  count  lower  than  200,  a lumbar  puneture 
is  necessai^.  In  addition  to  the  examination  of 
the  cerebrospinal  tluid  (CSF)  for  cells,  protein 
and  glucose,  an  India  ink  preparation  should  be 
done  to  visualize  the  cryptococcal  forms.  Since 
only  65  percent  of  CSF  samples  from  cases  are 
India  ink  positive,  the  finding  of  cryptococcal 
antigen  beyond  the  titer  of  1:8  in  the  CSF  is 
diagnostic.  Conversely,  CSF  found  free  of 
cryptococcal  antigen  essentially  excludes  this 
infection.  Ultimately,  a positive  culture  for 
Cryptococcus  ncofornums  from  the  CSF  sam- 
ple confirms  the  diagnosis  and  monitors  the 


effectiveness  of  treatment.  Note  that  the  recog- 
nition of  cryptococcal  antigen  may  take  a few 
hours,  while  the  fungal  culture  requires  w'eeks. 

Fate  in  the  course  of  AIDS,  up  to  30  percent 
of  patients  develop  a fairly  abrupt  and  progres- 
sive loss  of  cognitive  ability.  4'his  may  be  cou- 
pled with  slow  movements,  impaired  balance, 
ataxia  and  spasticity.  AIDS  dementia  or 
encephalopathy  is  then  at  hand.  The  diagnosis 
is  made  by  excluding  opportunistic  infections 
and  tumors  of  the  CNS  by  scanning  and  CSF 
examination.  Many  of  the  affected  patients 
become  bed-ridden,  incontinent  ol'  urine  and 
feces.  Within  six  months,  the  case  fatality  rate 
reaches  over  50  percent.  AIDS  encephalopathy 
may  be  associated  with  intense,  steady  pain  of 
various  body  parts.  Patients  may  require  contin- 
uous intravenous  morphine.  Peripheral  neu- 
ropathy and  myelopathy  may  appear  by  them- 
selves or  coexist  with  AIDS  dementia- 
encephalopathy. 

In  HIV  disease,  and  particularly  AIDS,  varied 
gastrointestinal  manifestations  occur.  The 
most  frequent  is  Candida  esophagitis.  It  pre- 
sents with  dysphagia  and  a dull  retrosternal 
pain  following  solid  food  ingestion.  When 
these  symptoms  coincide  with  oral-pharyngeal 
candidiasis,  one  makes  a presumptive  diagnosis 
of  Candida  esophagitis. 

The  esophagus  may  also  be  attacked  by  her- 
pes simplex  and  cytomegalovirus.  The  diagno- 
sis here  is  based  on  biopsy  results.  The  \ iral 
ulcerations  of  the  esophagus  are  also  character- 
ized with  odynophagia  in  addition  to  dysphagia. 

An  idiopathic  esophagiti.s  occurs  in  patients 
with  advanced  AIDS.  When  fungal,  heipes  sim- 
plex virus,  and  cytomegalovirus  esophagitis  are 
excluded  by  endoscopy,  large  shallow  ulcers  in 
the  esophagus  are  called  idiopathie.  They  may 
he  close  in  pathogenesis  to  aphthae,  and 
respond  to  prednisone  therapy.  The  course 
should  be  at  least  one  month,  starting  at  60  mg 
of  prednisone  a day,  scaled  down  to  the  daily 
doses  to  40  mg.  20  mg,  etc.  Antacids  and  local 
medications,  such  as  sucralfate,  are  also  helpful. 

Diarrhea  is  frequent  in  the  context  of  HIV 
disease/AIDS.  Intestinal  salmonellosis  may  pre- 
sent alone  and  as  enteric  fever,  with  stool  and 
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IVec]iiently,  blood  cultures  yielding  a non-typhoid 
species.  In  either  case,  effective  treatment 
choices  are:  a third  generation  cephalosporin 
(ceftriaxone,  eefotaxime),  ciprofloxacin,  or 
trimethoprim-sulfamethoxazole. 

Of  the  parasitic  diarrheas,  cryptosporidiosis 
and  micro.sporidiosis  are  the  most  trouble- 
some. since  the  treatments  are  only  partially 
effective.  Spontaneous  recovery  from  cryp- 
tosporidial  infection  may  occur  when  the  CD4 
count  is  above  2()().  A non-absorbable  amino- 
glycoside, paromomycin,  or  the  macrolide 
azithromycin,  may  promote  recovery  in  some 
cases.  Microsporidial  enteritis  is  hard  to  diag- 
nose and  treat.  Oeeasionally,  metronidazole 
may  offer  temporary  relief.  The  antiparasitic 
drug  albendazole  may  be  effective  here.  In 
many  cases  of  AIDS-associated  diarrhea,  sub- 
eutaneous  injections  of  a synthetic  somatostatin 
are  required  for  control,  effected  by  the  inhibi- 
tion of  the  intestinal  sodium  pump. 

To  sort  out  multiple  causes  of  AIDS-as.sociat- 
ed  dianiiea,  the  liquid  stool  specimen  should  be 
examined  for: 

1.  ova  and  parasites 

2.  intestinal  bacterial  pathogens  (by  culture) 

3.  Clostridium  difficile  toxin 

4.  smear  and  culture  for  mycobacteria 

5.  smear  for  Cryptosporidium  (via  a modi- 
fied acid-fast  stain) 

6.  smear  for  microsporidia  by  the  trichrome 
stain 

When  the  above  efforts  fail  and  the  cause  of 
diarrhea  remains  uneertain,  endoscopic  biop- 
sies are  needed:  rectal  biopsy  may  yield  the 
diagnosis  of  cytomegalovirus  colitis,  Kaposi's 
sarcoma,  condyloma  acuminatum,  or  herpes 
simplex  virus.  By  jejunal  biopsy,  microsporid- 
iosis  and  giardiasis  may  be  disclo.sed. 

Hepatic  disease  is  seen  in  many  HIV-infect- 
ed patients.  Due  to  similar  transmission  routes, 
hepatitis  B and  C viruses  frequently  co-exist 
with  HIV  in  intravenous  drug  users  and  recipi- 
ents of  contaminated  blood  transfusions.  Para- 
doxieally,  symptomatie  hepatitis  B is  not 
enhanced  in  HIV-infected  patients,  sinee  this 
liver  disease  is  accentuated  in  immunocompe- 
tent individuals.  Conversely,  the  clearance  of 


hepatitis  B viremia  (antigenemia)  is  impaired 
by  the  immunodeficiency  produced  by  HIV. 
Likewise,  the  response  to  hepatitis  B vaccine 
may  be  impaired,  as  expected. 

Hepatitis  C virus  injury  may  be  accelerated  in 
HIV  disease,  including  the  development  of 
chronic  active  hepatitis  and  cirrhosis.  Interferon 
alpha  (IF)  represents  a treatment  modality  at 
three  million  units  three  times  a week  subcuta- 
neously. for  six  months.  Unfortunately,  treat- 
ment with  IF  produces  fatigue,  fever  and 
leukopenia,  as  does  HIV  disease.  Therefore, 
this  treatment  may  not  be  well  tolerated  and 
should  be  individualized. 

Sclerosing  cholangitis  presents  with  fever, 
abdominal  pain  and  a pattern  of  obstructive 
jaundice.  It  is  diagnosed  by  endoscopic  cholan- 
giography. This  complication  may  be  due  to 
disseminated  Mycobacterium  avium  or  cryp- 
tosporidiosis. Empiric  treatment  against  the  for- 
mer infection  may  be  palliatively  effective. 

Animal  contact,  particularly  with  domestic 
cats  and  dogs,  is  important.  Rochalimaea 
henselae  and  R.  quiutana  (related  to  the  Rick- 
ettsiae) have  been  associated  with  cat  scratch 
disease,  which  may  disseminate.  These  agents 
also  cause  a generalized  febrile  illness  with 
abdominal  pain,  painful  erythematous  skin 
plaques  and  nodules,  lymphadenopathy  and 
hepatosplenomegaly.  This  new  disease  was 
named  hacillary  angiomatosis,  or  peliosis 
hepatis  when  involving  the  liver.  Fortunately, 
treatment  with  either  erythromycin  or  tetracy- 
cline is  effective.  Since  the  diagnosis  of  these 
Rickettsia-like  agents  is  by  blood  culture,  or 
serology,  processed  in  specialized  laboratories, 
empiric  treatment  with  the  above  antibiotics 
may  be  indicated.  Patients  respond  within  a 
week,  but  treatment  requires  two  months  to 
improve  the  liver  function  tests. 

In  advanced  cases  of  AIDS,  when  the  CD4 
count  is  below  50,  disseminated  Mycobacteri- 
um avium  complex  (MAC)  infection  occurs. 
The  signs  are  systemic,  such  as  excessive 
sweating  and  fever,  hepatosplenomegaly,  major 
weight  loss,  and  diaixhea.  The  stool  may  con- 
tain demonstrable  acid-fast  bacteria  by  smear 
or  culture.  In  many  instances,  MAC  can  be  iso- 
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lalccl  by  blood  ailliirc.  but  ihc  iiicubalioii  peri- 
od for  such  is  up  to  ilireemoiilhs.  rhererorc,  a 
Iherapeiitie  iiUervcnlion  is  rcsorlcd  lo  when  tlis- 
seiiiiiialcd  infection  with  MAC’  is  suspected. 

Another  infection  late  in  the  chain  of  events 
in  the  profoundly  imnuinosuppressed  AIDS 
patient,  with  a CD4  count  below  50,  is 
cytomegalovirus  (C’MV)  retinitis.  Visual 
abnormalities  developing  over  several  weeks 
lead  to  blindness.  By  ophthalmoscopy,  perivas- 
cular exudates  and  hemorrhages  progress  rapid- 
ly, unless  speeifie  therapy  is  applied. 

i)ia(;n()sis  of  hiv/aids 

The  diagnosis  of  HIV  infection  is  accom- 
plished by  the  recognition  of  speeifie  antibod- 
ies to  HIV.  The  usual  specimen  is  the  serum. 
The  antibodies  to  HIV  are  recognized  in  most 
laboratories  by  the  ELLS  A method.  If  the  reac- 
tion is  positive,  the  serum  is  tested  for  antibod- 
ies to  the  envelope  and  core  proteins  of  HIV.  Of 
the  former,  anti-gpl2()  and  anti-gp40  are 
prominent,  and  of  the  latter,  anti-p24.  These 
subunit  antibodies  are  recognized  by  the  West- 
ern blot  technique.  Antibodies  to  both  envelope 
and  core  proteins  must  be  present  for  a positive 
test.  If  only  one  of  these  is  positive,  the  reaction 
is  indetenninate. 

The  sensitivity  of  the  above  method  is  99  per- 
cent, and  the  same  applies  for  specificity.  By 
sensitivity  one  means  the  ability  of  a test  to 
detect  the  infection,  and  by  specificity,  to 
exclude  HIV. 

As  mentioned,  the  virus  can  be  cultured  in 
suspensions  of  human  lymphocytes,  but  this  is 
a difficult  method,  not  yet  applied  in  clinical 
medicine. 

Circulating  p24  antigen  occurs  in  early  or  late 
phases  of  HIV/AIDS.  This  test  is  not  sensitive, 
but  is  specific.  A very  sensitive  and  specific  test 
is  the  recognition  of  HIV-l-DNA  by  PCR 
(polymerase  chain  reaction)  and  HIV-l-RNA, 
also  by  PCR.  With  HIV-l-RNA,  the  PCR 
yields  the  number  of  copies  of  virus  per  subunit 
of  blood.  Testing  for  HIV  by  PCR  is  helpful  in 
cases  with  indeterminate  serologic  finding  (see 
above),  for  evaluating  experimental  antiviral 
therapy,  and  diagnosing  HIV  infection  in 


infants,  who.se  circulating  antibodies  are  mater- 
nal. Unfortunately,  the  PCR  test  is  expensive 
and  available  only  in  special  laboratories. 

The  laboratory  studies  for  HI V-infccted 
patients  are  attached  as  a guide  (Table  la,  lb). 
Tests  are  divided  into  essential,  such  as  the 
CD4  count,  and  desirable,  such  as  toxoplasma 
serology,  'fhese  tests  stage  the  HIV-infected 
patient  and  guide  prophylaxis  and  therapy. 

CLASSIFICATION  OF  IIIV  INFFCI  ION, 
DISEASE  AND  AIDS 

HIV  infection,  di.seasc  and  AID.S  are  pails  in  a 
chain  of  events  in  the  infected  individual.  Com- 
plex classifications  systems  have  been  intro- 
duced. The  cuiTently  used  Centers  for  Disease 
Control  classification  is  offered  in  an  abbreviat- 
ed form  (.see  Table  2).  Here,  “I”  refers  to  the 
CD4  reserve  of  500  or  greater  per  milliliter  of 
serum,  “2”  for  200-499,  and  “3”  less  than  200. 
Regarding  clinical  categories:  “A”  is  the 
asymptomatic  HIV  infection,  and  “B”  the 
symptomatic  one,  formerly  the  AIDS-related 
complex,  “C”  encompasses  diseases  with 
AIDS-defining  tumors  or  opportunistic  infec- 
tions, presumptively  or  definitively  diagnosed. 
Diseases  in  the  clinical  category  of  ”C”,  in'e- 
spective  of  the  CD4  count,  qualify  as  cases  of 
AIDS.  Even  if  these  diseases  are  not  present,  a 
CD4  count  of  less  than  200  is  also  diagnostic 
for  AIDS. 

The  World  Health  Organization's  (WHO) 
definition  of  an  adult  case  of  AIDS  is  based  on 
clinical  grounds  alone.  Therefore,  it  is  suitable 
for  developing  countries.  According  to  WHO, 
the  major  signs  of  AIDS  are:  > 10  percent 
weight  loss,  diairhea  > one  month,  fever  > one 
month.  Minor  signs  are:  cough  > one  month, 
generalized  pruritic  dermatitis,  recuirent  herpes 
zoster,  oropharyngeal  candidiasis,  progressive, 
disseminated  herpes  simplex,  generalized  lym- 
phadenopathy.  The  presence  of  at  least  two 
major  and  one  minor  sign  means  AIDS.  Afso 
diagnostic  of  AIDS  are  cryptococcal  meningitis 
and  disseminated  Kaposi's  sarcoma. 
DIFFERENTIAL  DIAGNOSIS 
From  the  natural  histoiy  of  HIV  infection,  dis- 
ease, and  its  late  stage  of  AIDS,  it  is  clear  that 
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TAHLE  la 

BASELINE  EABORA K)R\  STl  DIES 
I OR  PATIENTS  EOLINI)  K)  BE  INEECTEI)  \VH  H HIV* 


ESSENTIAL 

Comment 

1 . CD4  lymphocyte  count 

(quantitative  T lymphocyte  studies) 

Essential  to  guide  treatment  and 
estimate  prognosis. 

2.  PPD  (tuberculin  skin  test. 
Mantoux  method.  5 t.u.) 

Date  the  reaction  to  the  CD4  count. 

3.  VDRL  ( RPR ) (serology  for 
confirm  by  MH.A-TP 
syphilis),  it  positive. 

MHA-'fP  = Microhemagglutination-Treponema  pallidum 

4.  Women:  pelvic  examination. 
Pap  smear,  pregnancy  test 

Cervical  cancer  is  AIDS-defming! 

*Anti-HIV  found  by  ELISA  and  confirmed  by  Western  blot 


TABLE  Ib 

BASELINE  LABORATORY  STUDIES 
LOR  PATIENTS  EOUND  TO  BE  INEECTEI)  VM  I H HIV* 


DESIRABLE 

Comment 

1 . Hepatitis  B serology 

Particularly  for  IVDA. 

2.  Chest  x-ray 

Baseline  needed. 

3.  CBC.  diff ; blood  chemistry 
panel,  amylase 

Monitors  the  safety  of  treatment. 

4.  Toxoplasmosis  serology 
(IgG  IFA) 

CNS  toxoplasmosis  occurs  at  30%  in  seropositive  and  at  < 10%  in 
.seronegative  patients  with  CD4  < 100. 

5.  Cytomegalovirus  serology 
(IgG  IFA) 

> 98%  positive  in  male  gays;  seronegatives  to  receive  a blood 
transfusion  from  the  like  donor;  risk  of  CMV  retinitis  in 
seropositives  with  CD4  < 100. 

6.  HIV  p24  antigen  level 

Predicts  progression  of  HIV  disease;  monitors  efficacy  of 
antiviral  treatment. 

7.  HIV-l-DNA-PCR** 

Detects  latent  infection  with  HIV.  Sensitive  test  to  follow  a 
nosocomial  accident  and  in  infants. 

8.  HIV-l-RNA-PCR 

Yields  the  number  of  HIV  copies  per  mm'  of  blood;  useful  for 
monitoring  experimental  antivirals. 

9.  G6PD  (glucose  6 phosphodehydrogenase 
( screen ) 

Obtain  prior  to  using  Dapsone  for  PCP  prophylaxis.  G6PD  defi- 
icient  patient  may  develop  hemolytic  anemia  while  on  Dapsone. 

to.  Plasma  erythropoetin  (EPO) 

For  anemic  patients  with  Hb  < 10  g/dl.  Those  with  EPO  < 500 
units  benefit  from  synthetic  EPO  injections. 

* Anti-HIV  found  by  ELISA  and  confirmed  by  Western  blot, 

**  Polymerase  chain  reaction. 
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TABLE  2 

Classification  for  HIV  Infection,  Disease  and  AIDS  Case  Definition  for  Adults' 

Clinical  Categories^ 


CD4  Cell  Count 

(A) 

(B) 

(C) 

(1)  5()0/mm3  or 
greater 

Al 

B1 

Cl 

(2)  2()()  to  499/mm3 

A2 

B2 

C2 

(3)  Less  than 
2()0/mm3 

A3 

B3 

C3 

Asymptomatic  HIV 

Symptomatic,  not  (A)  or 

AIDS-indicator 

infection 

(C)  conditions  (formerly 

(opportunistic) 

AIDS-related  complex) 

conditions 

Acute  (primary)  HIV 

Candidiasis,  oral  or 

Candidiasis,  pulmonary 

infection 

recurrent  vaginal 

or  esophageal 

Persistent  generalized 

Cervical  dysplasia 

Cerv  ical  cancer 

lymphadenopathy 

Constitutional  symptoms 

Cryptococcosis 

Acute  retroviral  syndrome 

(such  as  fever  or  diarrhea) 

extrapulmonary 

for  more  than  1 month. 

Cryptosporidiosis 

Hairy  leukoplakia,  oral 

Cytomegalovirus, 

Herpes  zoster  infection 

retinitis  or  esophageal 

Idiopathic 

Histoplasmosis 

thrombocytopenia 

Isosporiasis 

purpura 

Kaposi’s  sarcoma 

Listeriosis 

Lymphoma 

Pelvic  inflammatory 

Mycobacteria,  avium, 

disease 

disseminated 
Mycobacteria, 
tuberculosis 
Pneumocystis  carinii 
Pneumonia,  recurrent 
Progressive  multifocal 
leukoencephalopathy 
Salmonellosis,  recurrent 

‘Modified  from  Centers  for  Disease  Control  and  Prevention,  Atlanta,  Georgia,  U S A.  1 993  revised  classification 

system  for  HIV  infection  and  extended  surveillance  case  definitions  for  AIDS  among  adolescents  and  adults. 
Table  1 Morbidity  and  Mortality  Weekly  Report  1992:41:1-19. 

^This  is  an  abbreviated  list,  all  conditions  under  C,  B3  and  A3  are  classified  as  AIDS  since  January  1,  1993. 
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one  is  dealing  with  a clironic  int'eclious  disease 
whieli  favors  seeondary.  opportunislie  infee- 
lions  and  tumors.  The  differential  diagnosis  for 
eaeh  stage  would  be  different. 

For  the  early  retroviral  syndrome,  infeetious 
mononueleosis  would  be  the  main  alternative 
diagnosis.  The  etiology  ean  be  settled  with  spe- 
eit'ie  serologie  tests  for  Epstein  Bair  virus  anti- 
bodies. CMV.  or  those  to  HIV. 

Sinee  a.seplie  meningitis  ean  oeeur  with  many 
diseases  sueh  as  enteroviruses  or  seeondary 
syphilis,  the  list  of  possible  agents  is  long  and 
eneompasses  rare  eonditions  sueh  as  Listeria 
meningitis,  as  well  as  the  more  common  ones 
mentioned  above. 

During  asymptomatic  and  symptomatic  HIV 
disease,  chronic  lymphadenopathy  caused  by 
mycobacteria  or  lymphoma  must  be  consid- 
ered. The  latter  tends  to  be  localized  and  its 
growth  is  more  rapid. 

When  the  CD4  count  falls  below  200.  oppor- 
tunistic infections  occur  affecting  many  organs. 
It  is  not  practical  to  engage  in  an  infinite  list  of 
diagnostic  possibilities.  Hematologic  abnor- 
malities such  as  anemia,  leukopenia,  both  neu- 
tropenia and  lymphopenia,  all  suggest  the  pos- 
sibility of  an  underlying  HIV  infection. 

PROPHYLAXIS  AND  THERAPY 

An  overall  HIV/AIDS  plan  is  presented  in 
Table  3. 

All  infected  patients  should  receive  a polyva- 
lent pneumococcal  vaccine,  usually  one  sueh 
administration  suffices.  Inlluenza  virus  A and  B 
vaccines  are  applied  annually.  They  are  modi- 
fied annually  according  to  the  antigens  of  the 
circulating  influenza  strains.  Haemophilus 
influenzae  B (HiB)  vaccine  may  also  be  useful. 
Hepatitis  B vaccine  is  appropriate  for  the  non- 
immune  patient  with  ongoing  risk  of  exposures. 

Many  HIV  infected  patients  are  either 
immuno-deregulated  or  deficient,  hence,  they 
may  not  develop  antibodies  upon  immuniza- 
tion. It  is  not  practical  to  test  recipients  for 
immune  response  to  a vaccine. 

If  the  patient  is  tuberculin  reactive,  a thor- 
ough work-up  has  to  be  done  to  ascertain  the 
stage  of  tuberculosis.  A baseline  chest  x-ray  is 


useful,  but  endobronchial  tuberculosis  may 
coexist  with  HIV  infection  yet  not  be  delected 
radiographically.  Therefore  irrespective  of  the 
chest  x-ray  finding,  a sputum  sample  should  be 
induced  and  submitted  for  smear  for  acid-fast 
bacteria  (AFB).  followed  by  culture. 

Antituberculous  treatment  or  prophylaxis  is 
then  aiiplied  as  applicable.  Treatment  is  neces- 
sary for  all  infectious  eases.  Antituberculous 
treatment  in  the  HIV/AIDS  era  consists  of 
combined  multi-drug  therapy  in  the  following 
daily  doses:  isoniazid  (INH)  300  mg.  rifampin 
600  mg.  pyrazinamide  (PZA)  I to  1.5  gm  and 
elhambutol.  800  to  1600  mg.  depending  on  the 
patient's  weight  ( 15  mg/kg).  PZA  is  given  for 
two  months  only;  the  remainder  of  the  drugs 
are  used  for  nine  to  12  months.  For  patients 
who  are  toxic,  or  in  whom  a multidrug-resistant 
M.  tuhereulosis  is  suspected,  streptomycin  I 
gm  IM  injection  daily,  or  1/2  gm  for  those  over 
55  years  of  age.  is  applied  for  periods  up  to  two 
months.  The  patient's  renal  function  must  be 
intact  for  this  dosing.  Tuberculin  reactors  in 
whom  active  tuberculous  disease  is  not  found 
are  treated  with  Isoniazid  for  prophylaxis  (tech- 
nically “prcventative  therapy"). 

Prophylaxis  and  treatment  options  depend  on 
the  immune  status.  Thus,  for  patients  with  CD4 
counts  below  500.  antiretroviral  treatment  with 
AZT  (zidovudine)  is  given,  usually  in  500  - 
600  mg  per  day  in  three  divided  doses  post- 
prandially.  Patients  with  CD4  counts  between 
200  and  300  receive  either  monotherapy  with 
AZT  or  ddl  (didanosine)  or  combined  therapy 
consisting  of  AZT  and  ddC  (zaleitabine).  AZT 
and  ddl.  The  average  dose  of  ddl  for  an  adult  is 
200  mg  twice  a day.  before  meals.  ddC  is  given 
at  0.75  mg  three  times  a day  postprandially.  or 
if  one  is  concemed  about  the  possible  peripher- 
al neuropathy,  the  dose  may  be  lowered  to 
0.375  mg  three  times  daily. 

ImmunosLippressed  patients  with  CD4  counts 
below  200  receive  the  same  treatment  as  those 
in  the  preceding  category  above.  Added  to 
these  options  is  monotherapy  with  D4T  (stavu- 
dine).  usually  at  40  mg  twice  daily,  for  patients 
who  are  intolerant  of  failed  therapy  with  the 
antiretrovirals  above.  Treatment  must  always 
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TABU-;  3* 

mV7AII)S(  ARK  PLAN  1W5 
ALLIM  IXTLDWn  il  HIV 

VACCINI-S: 

PNEUMOCOCCAL 
INIUUHNZA  VIRUS  A & H 

II.  ini'luhnzap:  b 

II-  tubi;rculin  R1- ACTIVH: 

AI-'B  SMEAR.  CULTURE  OE  SPUTUM 
CHEST  X-RAY 

ANTI-TB  TREATMENT  OR  PROPIIYI.AXIS  - AS  APPLICABLE 


PROPHYLAXIS  AND  TREATMENT  OFFIONS  ACCORDING  lO  IMMUNE  .STATUS 


CD4  < 500 

CD4  200-300 

CD4  < 200 

AZT 

AZT 

DDI 

AZT  -1-  DDC 

AZT 

DDI 

AZT  -H  DDC 
D44' 

PROPHYLAXIS 

TMP-SMX 

DAPSONE 

AERO.SOL  PENTAMIDINE 

against 

pneumocystis 

pneumonia 

FLUCONAZOLE 

against 

cryptococcosis 

RIFABUTIN 

CLARITHROMYCIN 

against  M.  avium 

TMP-SMX 

PYRIMETHAMINE 

DAPSONE 

against 

toxoplasma 

(IGG-h) 

Abbreviations: 

AFB  = acid  fast  bacterium 
AZT  = Zidovudine 
DDI  = Didanosine 
DDC  = Zalcitabine 
D4T  = Stavudine 
TMP-SMX  = trimethoprim 

■sulfamethoxazole 

*As  modified  from  reference  6. 

be  individualized  depending  upon  preexisting 
conditions,  previous  drug  intolerances,  and  new 
research  data. 

Patients  with  CD4  counts  below  200  require 
prophylaxis  against  Pneumocystis  carinii.  The 
most  effective  drug  is  trimethoprim-sul- 
famethoxazole (TMP-SMX)  at  the  daily  dose 
of  160  mg  and  800  mg,  respectively  (i.e.  one 
double-strength  tablet).  If  one  is  concerned 


about  anemia,  neutropenia,  or  thrombocytope- 
nia, this  drug  can  be  prescribed  as  one  tablet 
eveiy  other  day. 

The  second  choice  for  PCP  prophylaxis  in  the 
G-6-PD  nomial  patient  is  dapsone,  given  as  50 
mg  twice  daily.  In  the  event  of  intolerance  to 
the  above  drugs,  aerosolized  pentamidine,  at 
300  mg  once  a month,  is  applied  indefinitely. 
Its  cost  greatly  exceeds  that  of  the  first  two 
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options.  Use  of  an  albuterol  inhaler  may  attenu- 
ate the  cough  sometimes  caused  by  aerosolized 
pentamidine. 

Against  cryptococcosis,  lluconazole  in  the 
dose  of  100  - 200  mg  a day  is  considered  to  be 
prophylactically  effective.  For  patients  with  a 
very  low  CD4  reserve,  less  than  100  and  cer- 
tainly lower  than  50  such  cells,  rifabutin  300  mg 
daily,  or  clarithromycin,  500  mg  twice  a day,  are 
effective  against  the  disseminated  infection  due 
to  Mycobacterium  avium  complex. 

Patients  with  a CD4  reseiwe  below  100  cells 
with  anti-toxoplasma  (IgG)  antibodies  may 
receive  prophylaxis  with  TMP-SMX,  dosed  as 
above  against  PCP.  Pyrimethamine  is  the  main 
drug  for  treatment  of  toxoplasmic  encephalitis. 
It  is  also  effective  prophylactically,  but  too 
toxic  for  wide  usage.  Fortunately,  dapsone  at 
50  mg  twice  a day  is  also  effective  as  prophy- 
lactic therapy  against  toxoplasma,  for  persons 
with  evidence  of  IgG  antibodies  against  this 
agent. 

It  may  be  concluded  from  the  above  that  the 
therapeutic  approach  in  treating  HIV/AIDS 
cases  consists  of  ( I ) antiviral  therapy  and  (2) 
therapy  and  prophylaxis  against  opportunistic 
infections. 

At  the  time  of  this  writing,  no  reliably  effec- 
tive and  lasting  method  is  available  for  stimulat- 
ing immunity  and  compensating  for  the 
immune  deficit  produced  by  HIV,  despite 
intense  research.  Experimental  therapy  with  11-2 
improved  modestly  the  CD4  count  in  HIV- 
infected  patients  with  CD4  counts  above  200. 


Little  or  no  reduction  in  the  HIV  load  was  noted 
by  quantitative  virus  isolation.  Interleukin- 1 2 
(lL-12)  stimulates  TH-I  helper  and  natural 
killer  cells  to  produce  gamma  interferon.  It  is 
planned  for  clinical  trials  in  combination  with 
antiretroviral  drugs.  Granulocyte  colony-stimu- 
lating factor  and  synthetic  erythropoietin  are 
useful  in  modifying  the  toxic  effects  of 
antiretrovirals.  Inteiferon  alpha  (IF),  in  massive 
doses,  is  effective  in  the  treatment  of  dissemi- 
nated Kaposi’s  sarcoma  (KS).  The  side  effects 
of  IF  are  leucopenia,  fever  and  fatigue.  In 
patients  with  HIV- 1 p24  antigenemia,  and  free 
of  KS,  IF  modestly  reduced  the  p24  level.  IF,  in 
combination  with  the  antiretroviral  AZT,  is 
undergoing  clinical  efficacy  and  toxicity  trials. 

Antiviral  therapy  against  HIV  with  reverse 
transcriptase  inhibitors  (see  below)  may  bring 
about,  transiently,  an  increase  in  the  CD4 
reserve. 

ANTIRETROVIRAL  DRUGS 

The  replication  of  HIV  in  the  susceptible  cell, 
such  as  the  CD4  lymphocyte,  proceeds  through 
stages,  each  potentially  vulnerable  to  antiviral 
treatment  (See  Stages  below). 

Zidovudine  (AZT,  for  azidothymidine)  was 
the  first  agent,  used  for  the  inhibition  of  HIV 
replication.  Its  mechanism  of  action  is  consid- 
ered to  be  the  termination  of  a growing  DNA- 
chain  in  HIV  biosynthesis,  by  interfering  with 
the  reverse  replicase  or  transcriptase  (RT).  This 
enzyme  is  “packaged”  in  the  HIV  virion.  The 
antiviral  effect  depends  on  the  continuous  pres- 


STAGE 

EVENT 

DRUG 

COMMENT 

1 

PENETRATION  - 
UNCOATING 

CD4  receptor 
analogue 

Not  effective,  but 
harmless  in  patients 

2 

REVERSE 
TRANSCRIPTION: 
HIV-RNA  to  DNA 

AZT.  ddl, 
ddC,  D4T 

Only  cuiTcntly 
marketed  drugs 

3 

HIV  DNA  (integration. 

transcription. 

translation) 

TAT  (viral  gene) 
antagonists 

Theoretically  attractive 

4 

HIV  ASSEMBLY 
AND  RELEASE 

Protease  inhibitors 
(PI) 

interferons  (IF) 

PI  appears  promising 
in  early  trials. 

IF  undergoing  trials. 
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ciicc  ol  the  drug,  since  antiviral  therapy  is 
inhibitory  and  not  \irneiilal.  A/d'  is  well  dis- 
tributed in  the  body,  reaching  the  cerebrospinal 
rinid,  and  is  effeetive  in  slowing  AIDS  demen- 
tia. A higher  daily  dose  of  A/1’  I I, ()()()  mg) 
may  be  rec|nired  lor  this  indication. 

In  a patient  treateil  with  /idoviitline,  the  virus 
genome  mutates  at  the  locus  responsible  lor  the 
R I'  gene.  I’hns,  A/d-resistant  HIV  was  isolated 
I'rom  treaterl  jiatients.  In  eases  ol  AIDS,  this 
may  become  clinically  signilleant  alter  six 
months  of  treatment. 

Didanosine  (ddl)  is  also  a DNA-chain  termi- 
nator. While  /,idt)\ndine  is  a structural  analog 
of  thymidine,  didanosine  (ddl)  is  related  to  ino- 
sine.  The  third  Rd’  inhibitor,  zaleitabine  (ddC) 
is  a cytosine  derivative. 

Stavndine  (D4T) , a fourth  nucleoside  analog, 
is  given  to  patients  who  become  intolerant  of 
the  above  three  drugs.  This  drug  is  less  toxic  to 
bone  marrow,  but  it  produces  peripheral  neu- 
ropathy in  up  to  40  percent  of  patients.  Stavu- 
dine  may  have  an  antagonistic  effect  on  AZT, 
which  makes  it  unsuitable  for  combination  ther- 
apy. It  appears  that  D4T  penetrates  well  into  the 
central  nervous  system  and  may  hold  some 
promise  in  the  treatment  of  AIDS  dementia. 

Lamivudine  (3TC)  is  a cytosine  nuclee^tide 
analogue  and  an  RT  inhibitor.  It  holds  promise, 
based  on  laboratory  and  clinical  experiments 
carried  out  in  1994  and  1995  because  of;  (I) 
relative  lack  of  toxicity  in  humans;  (2)  a persis- 
tent antiviral  activity  despite  the  emerging  drug 
resistance;  and  (3)  induction  of  a mutation  in 
HIV  strains  isolated  from  AZT-treated  patients, 
which  may  preserve  and/or  restore  their  sensi- 
tivity to  AZT!  Thus,  the  addition  of  3TC  helps 
maintain  the  anti-viral  effect  of  AZT. 

In  treated  patients,  resistance  to  all  drugs 
active  at  the  RT  site  occurs  in  the  HIV  pool. 
Patients  failing  therapy  with  AZT  derived  some 
benefit  with  a switch  to  ddl.  Monotherapy  with 
ddl  or  ddC  was  found  to  be  equal  in  its  effec- 
tiveness. Combination  of  AZT  with  either  ddC 
or  ddl  has  a favorable  effect  on  the  CD4  count, 
which,  hopefully  may  translate  into  a clinical 
benefit.  The  AZT  plus  ddC  combination  is 
indicated  for  patients  with  CD4  counts  under 


300.  'Hie  rise  in  the  CD4  levels  may  extend 
beyond  12  months,  which  is  twice  the  length 
for  this  immune  “honeymoon”  produced  by 
AZ'f  alone.  'Hie  post-|irandial  eight-houiiy  dos- 
ing of  both  AZT  and  ddC’  promotes  patient 
compliance.  Combination  iheraiiy  with  drugs 
active  at  tlifferenl  sites,  such  as  AZ'f  with  a 
protease  inhibitor,  may  be  more  effective  and 
also  tlelay  the  occurrence  of  resistance  to  the 
antiviral  drugs.  In  principle,  multidrug  therapy 
is  preferred  to  monotherapy.  An  attractive  com- 
bination would  consist  of  AZ'f,  3'fC  and  a jiro- 
tease  inhibitor.  Its  efficacy  is  not  yet  proven, 
awaiting  the  result  of  clinical  trials. 

TOXICITY  OF  ANTIKETKOVIRAT 
DRUGS 

The  main  toxicity  of  AZT  is  hematologic.  Ane- 
mia, particularly  neutropenia,  appears  in  a large 
proportion  of  patients.  Macrocytosis  is  also 
seen.  Therefore,  patients  should  be  monitored 
by  serial,  monthly  complete  blood  cell  counts. 
When  the  hemoglobin  falls  below  9 grams/dL, 
and/or  the  absolute  granulocyte  count  below 
I ,()()()  mm-3,  it  is  unsafe  to  continue  with  AZT. 

The  main  toxicities  of  ddl  and  ddC  are  pan- 
creatitis and  peripheral  neuropathy.  Ddl  pro- 
duces more  cases  of  pancreatitis,  while  ddC 
more  peripheral  neuropathy.  In  that  respect,  it  is 
similar  to  stavudine,  as  mentioned  above. 
These  should  not  be  combined,  as  they  may 
enhance  each  other’s  toxicities  (see  below). 

Major  opportunistic  infections  occur  at  the 
late  stage  of  AIDS,  when  many  side  effects  of 
antiviral  therapy,  such  as  anemia  and  neutrope- 
nia may  be  present.  Therefore,  with  an  onset  of 
a major  opportunistic  infection  (O.I.).  such  as 
Pneumocystis  pneumonia,  it  is  prudent  to  tem- 
porarily discontinue  antiviral  therapy,  since  a 
major  0.1.  is  directly  endangering  the  patient's 
life,  and  dmgs  used  against  O.I.s  may  add  addi- 
tional toxicities. 

TREATMENT  OF  OPPORTUNISTIC 
INFECTIONS 

The  main  drug  for  treating  Pneumocystis 
caiinii  pneumonia  (PCP)  is  trimethoprim-sul- 
famethoxazole (TMP-SMX).  In  hypoxemic 
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patients,  this  drug  has  to  be  administered  intra- 
venously at  15  - 20  mg  per  kg  of  the  trimetho- 
prim eomponent  per  day.  while  sulfamethoxa- 
zole is  always  five  times  the  dose  of  the  former. 
When  the  partial  pressure  of  oxygen  is  below  75 
mm  Hg.  intravenous  therapy  is  usually  adminis- 
tered. Otherwise,  for  patients  with  better  oxy- 
genation of  the  blood,  oral  TMP-SMX  ean  be 
given,  usually  in  four  daily  doses,  where  the 
total  dt)se  eorresponds  to  that  mentioned  above. 
The  usual  treatment  is  21  days.  Hypoxemie 
patients  do  better  if  prednisone  is  added  to  the 
treatment.  During  the  first  five  days.  40  mg 
twiee  daily  is  given,  followed  by  40  mg  daily 
for  five  days  and  20  mg  daily  for  the  remaining 
1 1 days.  The  addition  of  a eoilieosteroid  prepa- 
ration earries  a theoretieal  risk  of  promoting 
other  oppoilunistie  infeetions  sueh  as  tubereulo- 
sis.  Following  reeovery  from  the  aeute  episode 
of  PCP,  TMP-SMX  is  given  at  160  - 800  mg 
daily  lifelong,  sinee  otherwise  relapses  ean  be 
predieted. 

The  main  toxicity  of  TMP-SMX  is  anemia 
and  neutropenia,  and  occasionally  thrombocy- 
topenia. Allergic  reactions  are  frequent.  The 
appearance  of  a rash,  fever,  and  liver  function 
abnormalities  during  TMP-SMX  treatment 
indicates  a switch  to  pentamidine. 

An  alternate  treatment  for  PCP  is  intravenous 
pentamidine  at  4 mg  per  kg  a day.  for  21  days 
usually.  The  main  toxicity  is  renal,  which  dic- 
tates the  monitoring  of  renal  function  during 
the  course.  The  drug  is  associated  with  several 
other  clinical  and  laboratory  side-effects. 

When  a sulfonamide  allergy  occurs,  trimetho- 
prim. 20  mg/kg  daily,  divided  in  six  hourly 
doses,  may  be  combined  with  dapsone  100  mg 
daily.  Alternatively,  elindamyein  and  pri- 
maquine may  be  combined:  clindamycin  intra- 
venously at  900  mg  every  eight  hours  or  600 
mg  every  six  hours,  or  orally  450  mg  four  times 
a day,  and  primaquine  (base)  30  mg  daily,  oral- 
ly. Patients  receiving  dapsone  or  primaquine 
should  not  be  G6PD  deficient.  Atovaquone, 
750  mg  orally  three  times  a day,  is  an  option 
for  milder  cases,  free  of  hypoxemia.  Its  cost 
and  unpredictable  absoiption  are  drawbacks  to 
its  use.  A 21 -day  course  applies  to  all  treat- 


ments. 

Trimetrcxate.  45  mg/m  /day,  may  be  given  to 
severely  ill,  hypoxemic  patienls  who  fail  the 
above  therapeutic  regimens.  Feueovorin  (folin- 
ic  acid)  serves  as  a rescue,  since  trimelrexate  is 
predictably  toxic  to  the  bone  marrow.  There- 
fore, leueovorin  is  given  Ibr  three  additional 
days  after  the  2 1 -day  long  course. 

Cryptococcal  meningitis  is  treated  in  the 
acute  phase  with  both  amphotericin  B and  l1u- 
eonazole.  The  daily  dose  of  amphotericin  B 
should  be  between  0.5  to  0.7  mg  per  kg  intra- 
venously. Frequent  determinations  of  serum 
creatinine  and  electrolytes  are  needed  to  moni- 
tor for  toxicity.  One  tries  to  reach  the  cumula- 
tive dose  of  I gm.  which  may  take  as  long  as  a 
month  in  such  patients.  The  treatment  of 
amphotericin  B has  to  be  inteirupted  occasion- 
ally. and  then  restarted,  as  the  renal  function 
improves  off  treatment.  Concurrently,  the 
patient  receives  fluconazole,  400  mg  a day. 
which  will  become  a maintenance  therapy  after 
the  above  course  of  amphotericin  B is  complet- 
ed. The  maintenance  dose  of  fluconazole  is 
between  200  and  400  mg  a day.  Very  few 
relapses  occur  with  fluconazole.  This  is  defi- 
nitely a major  advance  in  antifungal  therapy. 

Toxoplasma  encephalitis  is  dilTieult  to  treat. 
There  is  an  induction  phase  of  treatment  lasting 
four  to  six  weeks,  followed  by  the  lifelong 
maintenance  phase.  The  main  drug  is 
pyrimethamine,  given  200  mg  during  the  first 
day  and  75  mg  daily  during  the  induction 
phase,  if  tolerated.  In  the  maintenance  phase, 
this  drug  is  given  at  a lower  dose  of  25  mg  a 
day.  Since  pyrimethamine  is  myelosuppressive. 
the  antidote,  leueovorin.  is  given  at  1 0-20  mg  a 
day.  Frequent  determinations  of  the  complete 
blood  cell  count  are  needed  in  order  to  avoid 
the  toxicity.  The  induction  phase  of  treatment 
requires  a high  dose  of  sulfonamide  also,  which 
has  traditionally  been  reserved  for  sulfadiazine, 
in  four  daily  administrations  of  two  grams.  In 
case  of  allergy,  sulfadiazine  can  be  replaced 
with  clindamycin.  900  mg  every  eight  hours 
intravenously  or  450  mg  orally  every  six  hours, 
or  clarithromycin  at  0.5  to  I.O  gm  twiee  daily. 
In  the  maintenance  phase  of  treatment,  the  sul- 
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I'aclia/inc  dose  is  retliicctl  lo  2 grams  iwicc  a 
day  aiul  die  clindamycin  dose  is  al  450  mg 
orally  lour  dmes  a day.  d'hc  ircalmcnl  is  lil'c- 
long.  riic  most  rrcc|iicnl  reason  Cor  ihe  relapse 
ol  cerebral  toxoplasmosis  is  inlerrupled  treat- 
ment. Such  relapses  require  a rehospitali/.ation 
and  re-induction  treatment,  d'herefore,  the 
patient  and  his/her  caregivers,  including  insur- 
ance carriers,  must  be  made  aware  of  the  need 
for  strict  compliance. 

'rreatment  against  disseminated  Mycobacteri- 
mn  avium  complex  (MAC)  infection  is  only 
palliative,  ddiis  is  usually  one  of  the  last  oppor- 
tunistic infections.  Clarithromycin  seems  to  be 
the  best  drug  at  0.5  gm  twice  a day,  indeHnitely. 
Ethambutol  at  1600  to  2400  mg  a day  is  the 
best  companion  drug.  Clarithromycin  is  an  ei7- 
thromycin-related  maerolide  which  found  a 
unique  role  in  the  treatment  of  disseminated 
MAC  infection,  enabling  some  patients  to  lead 
active  lives  while  on  this  treatment  for  one  to 
two  years.  Other  useful  drugs  are  amikacin  at 
10  mg/kg  IV  for  10-21  days,  and  a fluoro- 
quinolone, orally,  at  the  high  dose:  olloxacin 
400  mg  bid,  or  cipronoxacin  750  mg  bid,  given 
for  varying  periods,  to  control  the  febrile  state. 

Cytomegalovirus  (CMV)  retinitis  repre- 
sents an  indication  for  antiviral  treatment.  Most 
clinicians  use  ganciclovir  first.  This  drug  is 
given  in  an  induction  phase,  at  5 mg  per  kg 
every  12  hours  intravenously  for  the  first  two 
weeks,  followed  by  5 mg  per  kg  once  daily, 
lifelong.  The  latter  part  of  the  treatment  is 
referred  to  as  maintenance.  Since  March,  1995, 
maintenance  ganciclovir  may  be  given  orally, 
1,000  mg  three  times  daily.  Experimental 
intravitreal  implants  of  this  drug  show  promise. 
This  modality  is  applicable  to  patients  who 
experience  significant  loss  of  vision  and/or  tox- 
icity while  receiving  the  drug  parentally.  A 
high  intraocular  concentration  of  ganciclovir 
can  be  achieved  with  the  implant.  Also,  longer 
sight  preservation  lasting  up  to  eight  months 
was  noted.  The  main  toxicity  of  intravenous  or 
oral  ganciclovir  is  hematologic.  Laboratory 
monitoring  with  complete  blood  counts  is 
essential,  at  least  at  two  week  intervals. 

An  alternative  drug  for  the  treatment  of  CMV 


retinitis  is  foscarnet.  'fhis  drug  has  less  bone 
marrow  toxicity,  but  is  hard  to  administer 
because  of  significant  renal  toxicity  and  elec- 
trolyte abnormalities,  hypomagnesemia  and 
hypokalemia.  Laboratory  monitoring  of  blood 
chemistries  should  be  done  at  least  weekly.  The 
drug  also  has  significant  gastrointestinal  toxici- 
ty, nausea  and  vomiting.  Foscarnet  has  an 
antiretroviral  effect  also,  and  patients  who  were 
maintained  on  this  drug  survived  somewhat 
longer  (on  average,  two  months)  than  those 
maintained  on  ganciclovir.  One  should  bear  in 
mind  here  that  CMV  retinitis  is  one  of  the  ter- 
minal infections  and  that  patients  rarely  survive 
for  longer  than  12  months.  In  addition  to  the 
limited  success  in  terms  of  sight  preservation 
and  the  predictable  progress  of  this  disease,  the 
above  treatments  are  veiy  costly,  amounting  to 
more  than  $2(),()()()  per  anum. 

PROGNOSIS 

The  physician  is  frequently  asked  by  the  patient 
“How  long  will  I live?”  The  answer  is  based  on 
survival  statistics;  when  the  CD4  count  falls 
below  50,  50  percent  of  patients  die  within  the 
first,  80  to  85  percent  within  the  second,  and  96 
percent  within  the  third  year. 

Symptomatic  patients  seem  to  be  benefit 
more  from  antiviral  therapy  than  do  asymp- 
tomatic ones.  It  is  nowadays  accepted  that  AZT 
prolongs  life  by  about  500  days.  Monotherapy 
with  ddl  or  ddC,  compared  to  AZT,  contributes 
to  a shorter  survival  benefit.  Stavudine,  already 
commercially  available,  has  an  unknown  poten- 
tial as  to  life  expectancy. 

PEDIATRIC  AIDS 

The  population  of  HIV-infected  infants,  chil- 
dren, and  adolescent  consists  of  several  distinct 
epidemiologic  groups.  A cohort  of  infected 
children  and  adolescents  acquired  their  infec- 
tion via  the  receipt  of  blood  or  clotting  factors, 
prior  to  the  routine  testing  of  such.  A second 
group  became  infected  via  sexual  activity, 
either  via  abuse,  or  early  sexual  activity.  Cur- 
rently, most  attention  is  being  placed  upon 
those  infants  infected  at  birth.  Vertical  trans- 
mission of  HIV  from  mother  to  infant  can 
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occur  in  utero.  inlrapartum.  or  poslpaitiim  (via 
breastfeeding).  Current  evidence  points  toward 
intrapailLim  timing  of  infection  for  most  affect- 
ed infants.  Risks  for  intrapartum  infection  may 
include  liigh  viral  titer  in  the  mother  (such  as 
seen  with  recent  maternal  acquisition  of  HIV 
infection,  or  late-stagc  AIDS),  or  viral  strain 
characteristics. 

The  diagnosis  of  HIV  infection  in  the  new- 
born is  complicated  by  the  presence  of  passive- 
ly acquired  antibody.  Testing  involves  viral  cul- 
ture, polymerase  chain  reaction,  p24  antigen 
assay,  and  standard  ELISA  and  Western  blot 
serologies  (which  become  more  useful  as  the 
infant  ages).  The  clinical  staging  of  pediatric 
HIV  infection  has  recently  been  revised.  The 
current  designations  are:  N,  not  symptomatic; 
A,  mildly  symptomatic;  B,  moderately  symp- 
tomatic; and  C,  severely  symptomatic.  Other 
descriptions  include:  E,  exposed  to  HIV  but 
diagnosis  not  established;  and  SR,  serorever- 
sion  from  passively-acquired  antibody-positivi- 
ty to  clear-cut  seronegativity  without  symp- 
toms. The  CD4  count  is  not  as  useful  in  the 
infant  as  it  is  in  the  older  infected  patient,  since 
baseline  values  are  higher  in  infancy  than  in 
childhood  or  adulthood. 

Manifestations  of  HIV  infection  in  children 
include  nonspecific  entities  such  as  “failure  to 
thrive,”  recunent  bacterial  infections,  or  devel- 
opmental delay.  Lymphoid  interstitial  pneu- 
monitis (LIP)  may  mimic  infectious  pneumo- 
nia. Cardiac  dysfunction,  hepatic  disease,  renal 
disease,  and  a subacute  encephalopathy  can 
also  be  seen.  Opportunistic  infections  of  all 
varieties  described  above  can  also  be  seen  in 
the  HIV-infected  child. 

Prophylactic  therapies  include  the  use  of 
TMP-SMX  for  prevention  of  Fneiimocyslis 
pneumonia.  A complicated  table  is  used  to 
determine  if  an  infant  or  young  child  is  a candi- 
date for  such,  based  upon  age-appropriate  CD4 
counts.  Recent  opinions  have  emerged  that  all 
perinatally-exposed  infants  be  placed  on  Pneu- 
mocystis prophylaxis  until  their  serostatus  is 
clearly  defined.  Intravenous  immune  globulin 
(IVIG)  has  been  proposed  as  a prophylactic 
measure  against  recuiTent  bacterial  infections. 


It  is  not  clear  whether  IVIG  yields  a cost-effec- 
tive benefit  beyond  the  anti-bacterial  properties 
of  TMP-SMX.  Antiretroviral  therapy  for 
infants  and  children  continues  to  evolve,  with 
recent  data  casting  doubt  on  the  role  of  AZT 
monotherapy. 

It  is  estimated  that  7, ()()()  HIV-infecled 
women  give  birth  in  the  United  States  each 
year,  resulting  in  I, ()()()  to  2,()()()  new  cases  of 
pediatric  HIV  infection.  Antimicrobial  cleans- 
ing of  the  birth  canal,  and  cesarean  section  have 
been  advocated  as  possible  means  of  prevent- 
ing transmission.  A significant  reduction  in  ver- 
tical transmission  was  achieved  through  the  use 
of  AZT  (zidovudine)  during  the  latter  portion 
of  pregnancy,  intravenously  during  labor,  and 
postnatally  to  the  infant.  The  reduction  in  trans- 
mission rate  (eight  percent  vs.  25  percent  in  the 
control  group)  has  led  to  the  adoption  of  this 
protocol  for  all  HIV-infected  pregnant  women. 
It  has  also  raised  questions  regarding  the  need 
for  mandatory  screening  of  pregnant  women.  It 
is  recommended  that  HIV-infected  mothers  not 
breast-feed  their  infants,  to  prevent  the  small 
but  real  possibility  of  HIV  transmission  by  this 
mode. 

Because  of  the  latency  of  HIV  infection,  it  is 
likely  that  many  patients  diagnosed  with  HIV 
infection  in  their  20s  were  actually  infected 
during  adolescence.  Thus,  the  topic  of  pediatric 
HIV  infection  must  also  acknowledge  that  ado- 
lescent sexual  behavior  and  injecting  drug  use 
contribute  a significant  proportion  of  adult 
AIDS  cases.  Although  AIDS  education/preven- 
tion is  a “politically-conect”  cause,  on  a practi- 
cal level  it  usually  becomes  mired  in  the  tar-pit 
of  personal,  family,  religious,  school  board, 
legal,  political,  and  commercial  interests. 

prp:vention 

Since  we  do  not  have  an  efficient  vaccine,  edu- 
cation in  avoiding  exposure  to  HIV  is  of  great- 
est importance.  Worldwide,  sexual  contact  is 
the  most  important  means  of  transmission  of 
HIV.  Barrier  controls,  such  as  condoms,  are 
recommended.  Partner  selection  and  avoidance 
of  multiple  sexual  partners  are  of  utmost 
importance.  Health  educators  have  worked  out 
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slralegios  for  this  preventive  approaeli.  A sig- 
nirieant  rediietion  in  vertieal  transmission 
through  tlie  use  ol'  AZd’  in  pregnant  patients  is 
deseribed  in  the  above  seetion. 

Hl'lorts  to  prodiiee  a vaeeine  have  not  been 
snoeessl'ul  against  IIIV.  hhis  virus  is  notorious- 
ly mutiigenie.  I’liis  leads  to  many  antigenie 
variants  oeenrring  over  time  even  in  the  same 
patient.  It  was  thought  that  a vaeeine  eontaining 
the  surfaee  antigen  sueh  as  gpl2()  and  gp40 
may  be  elTeetive.  However,  the  antigens  proved 
to  be  unstable.  HIV  strains  lor  vaeeine  are  jiro- 
dueed  in  eel  I eulture.  When  used  as  immuno- 
gens. the  resulting  neutralizing  antibody  alTeets 
the  souree  virus,  but  not  HIV  strains  t'reshly 
isolated  from  patients. 

Another  approaeli,  eurrently  attraetive  and 
therefore  being  explored,  is  to  immunize  the 
already  infeeted  individuals.  Natnely,  the 
infeeted  patient  reaets  immunologieally  to  HIV, 
but  the  immunity  is  ineapable  of  containing  the 
infection.  If  imtnunity  could  be  enhanced,  pos- 
sibly by  vaccination,  the  struggle  between  HIV 
and  the  immune  response  could  be  turned  to 
the  benefit  of  the  patient.  “I 


\(  kn()wij:i)(;mf.m 

't  he  aLillioi's  ihank  Nancy  Raley.  Administrative  Assistant 
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Derajiys.  R.  N..  Nurse  Practitioner  ol  the  Ryan  Wtiite  pro- 
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AIDS:  WHERE  DO  WE  STAND? 

In  1990,  a comprehensive  summary  of  ihe 
elinieal  manifestations  and  therapy  of  patients 
infected  with  the  human  immunodeficiency 
\ irus  (HIV)  was  published  in  The  Journal. 
Looking  back,  there  have  been  few,  if  any. 
major  conceptual  breakthroughs  since  that 
time.  The  epidemic  may  have  already  peaked  in 
some  populations,  yet  continues  to  expand  in 
others.  At  least  to  some  extent  AIDS  — like 
tuberculosis  — has  become  in  the  Lbiited 
States  a “disease  of  the  disadvantaged.”  And,  as 
a corollary,  the  public  near-hysteria  that  pre- 
vailed during  the  early  years  now  gives  way  to 
near-apathy. 

What,  since  1990,  has  changed  about  our 
clinical  approach?  Perhaps  the  major  change 
has  been  growing  uncertainty  about  the  opti- 
mum time  to  prescribe  antiretroviral  therapy.  A 
shon  while  ago,  most  clinicians  advised  begin- 
ning Zidovudine  (AZT)  when  the  CD-4  lym- 
phocyte count  fell  below  500  per  cmm,  irre- 
spective of  the  patient's  symptoms.  We  now 
know  that  the  virus  develops  some  resistance  to 
AZT  within  six  to  12  months  (and  possibly 
much  sooner),  thereby  diminishing  the  drug's 
effeetiveness.  The  short-term  studies  that 
prompted  the  initial  enthusiasm  for  AZT  have 
been  supplanted  by  long-term  followups  that 
make  us  somewhat  less  confident.  As  a result, 
some  knowledgeable  clinicians  now  prefer 
withholding  any  antiretroviral  therapy  until 
patients  become  symptomatie.  On  the  other 
hand,  the  new  ability  to  quantitate  the  magni- 
tude of  viremia  (that  is,  the  number  of  viral  par- 
ticles present  per  milliliter  of  blood)  has 
brought  a new  perspective  on  the  relentless 
nature  of  this  disease.  Rather  than  beeome  qui- 
escent after  initial  infection  (as  generally  hap- 
pens, for  instance,  with  herpes  virus  infections), 
the  virus  seems  to  be  constantly  multiplying. 


and  in  so  doing,  destroying  host  immunity. 
Therefore,  many  leading  investigators  believe 
that  we  should  strive  toward  initiating  effective 
therapy  as  soon  as  the  disease  is  diagnosed.  In 
the  future,  however,  such  therapy  will  almost 
surely  entail  the  use  of  combinations  of  drugs. 
A useful  strategy  might  resemble  that  common- 
ly used  in  chemotherapy:  an  intense,  multi-drug 
induction  regimen,  followed  by  a less  intense 
maintenance  regimen.  Optimum  treatment  is 
likely  to  become  increasingly  sophisticated  and 
costly. 

Another  trend  sinee  1990  has  been 
widespread  use  of  prophylactie  drugs  to  pre- 
vent opportunistic  infections  by  tho.se  who  can 
afford  them.  Back  in  1990,  isolation  of 
Mycohactenum  avium  from  blood  cultures  was 
considered  a marker  of  impending  death.  Now. 
especially  since  the  introduction  of  clar- 
ithromycin, productive  life  can  be  sustained  for 
at  least  several  years  in  some  cases  despite 
avium  bacteremium.  Furthermore,  infections  by 
M.  avium  can  be  prevented,  at  least  in  part,  by 
prophylactic  therapy  with  rifabutin.  It  is  possi- 
ble to  prevent  other  infections;  for  example, 
frequent  tluconozole  prevents  cryptococcal  dis- 
ease. And,  of  course,  prophylaxis  against  Pneu- 
mocystis carinii  pneumonia  for  patients  with 
CD4  counts  below  200  per  cmm  has  become  so 
routine  as  to  be  justifiable  as  a standard  of  care. 
Yet  for  all  the  blessings  of  such  prophylaxis,  it 
is  highly  likely  that  we  will  eventually  pay  the 
price.  Drug-resistant  pathogens  are  almost  cer- 
tain to  emerge,  and,  unfortunately,  we  have  few 
ways  to  monitor  some  of  the  pathogens  for  the 
emergence  of  drug  resistance. 

A fourth  trend  has  been  the  appearance  of  a 
large  measure  of  public  apathy.  AIDS  is  no 
longer  “news”  at  least  to  the  extent  that  it  once 
was,  and  its  visibility  has  decreased.  At  the 


September  1995 


389 


lime  of  this  writing,  a major  concern  is  that 
Federal  Ryan  Wliile  legislation  might  even  be 
cancelled,  which  would  be  an  immense  disaster 
for  many  of  the  disadvantaged  persons  afllicled 
by  this  virus.  Most  physicians,  on  the  other 
hand,  seem  to  increasingly  accept  HIV  infec- 
tion as  purely  a disease  process  that  must  be 
treated  appropriately,  despite  their  own  small 
but  detlnile  risk.  And,  looking  back  since  1990, 
we  should  take  at  least  a measure  of  pride  in 
the  medical  profession's  response.  We  have 
dealt  with  this  plague  at  multiple  levels  and 

Letters  to  t(;e  editor 

To  the  Editor: 

1 hope  you  like  the  following  article  and  I 
hope  that  the  readership  likes  it  as  well. 

GROWING  DOWN  AFTER  GROWING 
tiP—A  NOTE  FROM  ONE  OLD  GEEZER 
TO  ANOTHER 

Have  you  started  to  trip  over  minor  obstruc- 
tions on  the  floor  such  as  your  throw  rugs  at 
home?  Have  you  noticed  that  you  no  longer 
like  to  walk  up  steep  flights  of  stairs?  Do  you 
find  it  difficult  to  bend  over  to  retrieve  some- 
thing you  dropped  on  the  floor?  Do  you  no 
longer  walk  as  erect  as  you  did  when  you  were 
35  years  old?  Do  you  sometimes  walk  around 
in  public  with  your  mouth  hanging  open?  Also 
as  you  walk,  do  you  shuffle  your  feet  along  the 
walkway?  (In  some  quarters,  this  is  called 
“schlepping.”) 

Also,  have  you  begun  to  lose  certain  skills  in 
your  hands?  Can  you  still  tie  up  your  shoelaces 
with  the  speed  and  dexterity  of  a 35-year-old? 
Whenever  you  find  yourself  in  a chair,  do  you 
need  the  strength  of  your  arms  (or  what’s  left  of 


with  a minimum  of  hysteria.  As  dramati/.ed  by 
recent  books  and  movies  about  still-new  viral 
menaces  from  Africa,  plagues  have  a way  of 
bringing  out  the  best  and  the  worst  in  people. 
We  believe  that  the  medical  profession,  includ- 
ing in  no  small  measure  organized  medicine, 
met  the  challenge  of  AIDS  head-on  and  contin- 
ues to  be  involved,  demonstrating  once  more 
that  we  are  indeed  a profession  concerned 
about  the  public  welfare  over  and  above  our 
own. 

— CSB 


it)  to  boost  yourself  to  get  up?  While  sitting  in 
church  with  your  wife  and  listening  to  a boring 
sermon,  did  she  tell  you  that,  when  you  lapsed 
off  into  sleep,  first  your  eyelids  fell  closed,  next 
your  head  fell  forward,  and  then  your  upper 
body  slumped  forward  before  she  briskly 
awakened  you  ? 

What  the  devil  is  going  on?? 

Maybe  you  have  forgotten  or  were  never  told. 

Aeons  ago,  when  you  were  an  infant,  the  first 
thing  you  ever  learned  was  how  to  open  your 
eyes  and  keep  them  open.  The  next  thing  was 
how  to  hold  your  head  up  and  keep  your  mouth 
closed  (at  about  six  weeks).  (Were  there  times 
in  later  life  when  you  snould  have  kept  your 
mouth  shut  and  did  not  ?)  Next  you  learned  how 
to  use  the  great  muscles  along  your  back  so  you 
could  sit  up  unaided  (at  about  six  months). 
Next  was  how  to  contract  and  operate  the 
extensor  muscles  in  your  legs  so  that  you  could 
stand  and  later  walk  (about  1 year). 

So  am  1 going  backwards?  Am  1 losing  it? 
John  R Gallagher,  M.  D. 

1483  Village  Square 
Mount  Pleasant,  SC  29464. 
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MEDICARE  UPDATE 


September,  ,1995 


By  now  you  should  have  received  the  September,  1995 
Medicare  Advisory.  Since  the  Medicare  Advisory  contains 
important  information  for  you  and  your  staff,  you  should 
I read  it  carefully  each  month.  Included  in  the  September, 
1995  Medicare  Advisory  is  information  on  low  cost 
claims  data  entry  software,  claims  status  inquiry  software, 
the  Medicare  anti-fraud  unit,  and  much  more, 
j 

j Unprocessable  Claims  Will  Reject  October  /.  1995:  The 
i Health  Care  Financing  Administration  has  issued  instmc- 
tions  to  all  Medicare  carriers  on  how  to  handle  claims  with 
incomplete  or  invalid  information.  These  instmctions  are 
effective  for  assigned  claims  processed  on  and  after  Octo- 
ber 1 , 1995  and  unassigned  claims  processed  on  and  after 
January  1, 1996. 

When  Medicare  receives  a claim  with  incomplete  or 
invalid  information  that  is  essential  for  processing,  the 
claim  will  be  systematically  rejected  as  unprocessable. 
If  the  incomplete  or  invalid  information  only  affects  spe- 
cific line  items(s).  Medicare  will  split  the  claim.  The  por- 
tion of  the  claim  that  was  involved  will  be  processed  for 
rejection  while  the  remaining  line  items  will  be  processed 
separately.  However,  if  information  required  in  items  1- 
13  is  incorrect  or  invalid,  the  entire  claim  will  reject.  You 
must  resubmit  the  entire  claim  or  line  item  that  rejected 
with  the  invalid  or  missing  information  corrected. 

Medicare  will  discuss  ur^rocessable  claims  at  the  six 
regional  HCFA-1500  Claim  Completion  Woilcshops  in 
September.  Please  call  the  Medicare  Part  B Service  Cen- 


ter at  (803)  788-5568  with  questions  about  topics  or  space 
availability. 

End  Stage  Renal  Disease  Facilities  Approved  for  Ambu- 
lance Transport:  Effective  September  15,  1995, 
Medicare  will  only  cover  medically  necessary  ambulance 
transport  to  the  approved  end  stage  renal  disease  dialy- 
sis facilities.  The  following  renal  dialysis  centers  meet 
the  criteria  for  an  approved  destination  of  Medicare  ambu- 
lance services  for  non-skilled  nursing  facility  patients: 
MUSC  ESRD,  Richland  Memorial  Hospital  ESRD, 
Hampton  General  Hospital  Dialysis  Center,  Communi- 
ty Dialysis  Services  of  Bambeig,  Community  Dialysis 
Services  of  Hilton  Head  and  West  Columbia  Dialysis. 
Ambulance  transport  of  non-skilled  nursing  facility 
patients  to  an  ESRD  facility  not  listed  above  is  not  a cov- 
ered service. 

New  modifiers:  The  following  new  modifiers  for  waiv- 
er of  liabilities  and  foot  care  are  effective  for  claims  with 
dates  of  service  on  and  after  October  1, 1995: 

GA:  Waiver  of  liability  statement  on  file 
Q 1 : Certifies  evidence  of  mycosis  of  the  toenail 
which  causes  marked  limitation  of  ambu- 
lation 

Q7:  One  Qass  A Finding 

Q8:  Two  Class  B Findings 

Q9:  One  Qass  B and  two  Qass  C Findings 

□ 


MEDICAID  UPDATE 


ICD-9  Updates:  Effective  with  dates  of  service  on  or 
after  October  1,  1995,  the  Department  of  Health  and 
Human  Services  (DHHS)  will  accept  the  new  1995 ICD- 
9 diagnosis  codes.  Either  the  old  1994  or  the  new  1995 
ICD-9  diagnosis  codes  may  be  billed  during  the  grace 
period  from  October  1,  1995,  through  December  31, 
1995.  Effective  with  dates  of  service  on  or  after  January 
1,  1996,  only  the  1995  ICD-9  diagnosis  codes  will  be 
accepted. 

Phone  System:  The  Department  of  Physician  Services 
will  permanently  be  using  the  automated  telephone  sys- 
tem in  an  effort  to  better  serve  physician  offices.  When 
calling  (803-253-6134),  there  are  five  options  from  which 
to  choose: 

• program  manager,  with  a Voice  Mail  option, 

• verification  of  recipient  eligibility, 

• verification  of  check  amount, 

• information  regarding  a sterilization  claim,  or 

• the  receptionist. 


To  reach  your  assigned  program  manager  directly,  it  will 
be  important  that  you  are  familiar  with  the  correct  spelling 
of  your  program  manager’s  last  name.  Please  refer  to  Sec- 
tion 307  of  the  Physician’s  Provider  Manual  for  program 
manager  assignments.  Also,  the  receptionist  can  be 
reached  at  any  time  by  dialing  “0”  once  you  have  entered 
the  automated  system. 

Edit  Code  256:  A computer  problem  has  been  identi- 
fied with  the  processing  of  Medicare/Medicaid  crossover 
claims.  Edit  code  256,  missing  Medicare  amount,  has 
been  assigned  to  claims  where  Medicare  has  not  made 
a payment,  usually  because  the  amount  was  applied  to 
the  Medicare  deductible.  To  correct  this  edit,  please  enter 
“00”  into  the  “Medicare  Paid”  field  on  the  Edit  Correc- 
tion Form  (ECF)  and  resubmit  it  to  the  return  address  on 
the  ECF.  The  problem  is  being  researched  and  corrective 
action  is  being  made  for  the  future  processing  of 
Medicare/Medicaid  crossover  claims.  Medicare  apolo- 
gizes for  any  confusion  or  problems  this  has  caused  your 
office.  □ 


“COUNTRY  DOCTOR  OF  THE  YEAR”  AWARD 

Nominations  are  now  being  accepted  for  an  award  honoring  the  nation’s  quintessential  country  doctor.  The  “Coun- 
try Doctor  of  the  Year”  Award  is  bestowed  on  the  rural  practitioner  who  best  exemplifies  the  spirit,  skill  and  ded- 
ication of  America’s  country  doctors. 

The  Country  Doctor  of  the  Year  will  receive  a personalized  bronze  plaque  depicting  the  award’s  signature  logo  - 
a country  doctor  making  his  rounds  on  a horse  and  buggy.  In  addition,  the  honoree  will  be  provided  with  an  inter- 
im physician  for  one  week,  at  no  charge,  who  will  cover  the  Country  Doctor  of  the  Year’s  patients  while  he  or  she 
takes  a well-deserved  rest. 

The  nominated  physician  must  practice  in  a community  of  20,000  people  or  less,  have  a record  of  at  least  three 
years  of  continuous  service  in  the  community,  provide  a high  quality  of  care,  and  show  extraordinary  dedication 
to  his  or  her  patients. 

Nomination  forms  may  be  ordered  by  calling  Staff  Care,  toll-free,  at  (800)  685-2272. 
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SCMA  ENTERS  JOINT 
HEALTH  CARE  VENTURE 

The  SCMA  and  National  Health  Services,  Inc. 
(NHS),  a subsidiary  of  Pioneer  Financial  Services, 
Inc.,  have  agreed  to  form  a joint  venture  health  care 
company.  The  two  organizations  will  begin 
developing  a business  and  marketing  plan  as  soon  as 
the  final  agreement  is  signed.  Providers  currently 
enrolled  in  PCN  will  have  the  opportunity  to 
participate  in  this  joint  venture. 

The  new  company  will  offer  a variety  of  health 
plans  including  an  HMO,  with  the  goals  of 
providing  a broad  range  of  health  insurance  products 
at  competitive  premiums  and  fair  and  reasonable 
reimbursement  to  providers.  It  will  also  involve  SC 
physicians  in  utilization  and  management  decisions 
and  provide  quality  medical  care.  It  will  put  the 
interest  of  the  patient  first  by  giving  the  physician, 
not  the  insurance  company,  the  right  to  decide  what 
constitutes  the  best  medical  care  for  the  individual 
patient. 

For  additional  information,  contact  Bill  Mahon  at 
SCMA  Headquarters  at  798-6207 , ext.  224,  in 
Columbia,  or  1-800-327-1021 , ext.  224,  statewide. 


PHYSICIANS  CARE  NETWORK 
UPDATE 

The  Physicians  Care  Network  (I*CN)  is  in  the  process 
of  signing  a contract  with  Benefits  Administrators  and 
Korn  Industries  to  be  their  managed  care  network, 
effective  September  1, 1995. 

Korn  Industries,  with  705  employees,  is  located  in 
Sumter,  Tuomey  Hospital  in  Sumter  has  agreed  to  join 
PCN  effective  September  1 . 


SCMA  ANNUAL  MEETING 
APRIL  25-28, 1996 
Omni  Hotel,  Charleston,  SC 

House  of  Delegates  Meetings 
Specialty  Society  Meetings 
Continuing  Medical  Education 
Exhibits 
And  much  more 

MARK  YOUR  CALENDARS  NOW 


CARE  LINE:  1-800-868-0404 

Helping  South  Carolina’s  Women  & Children 

The  SC  Department  of  Health  & Environmental  Control,  Bureau  of  Maternal  and  Child  Health’s  CARE  LINE 
established  in  1989  is  recognized  by  the  US  Department  of  Health  and  Human  Services  as  one  of  six  model 
maternal  and  child  health  hotlines  in  the  nation. 

The  CARE  LINE  provides  assistance  to  women  of  childbearing  age  and  their  families  in  accessing  the  health 
services  they  need  and  information  to  health  care  professionals  with  questions  concerning  the  services  provided 
in  your  community  and  surrounding  communities.  Specifically,  the  CARE  LINE  is  trained  to  provide  information 
about  the  following: 

• prenatal  care 

• infant  & child  health  care 

• breastfeeding 

• family  planning  and  birth  control 

• well  baby  check-ups 

• immunizations 

• services  for  children  with  special  needs 

• Medicaid 

• WIC  Supplemental  Nutrition  Program 

• women’s  health  care  (PAP  smears) 

• other  related  services  offered  by  local  health  departments 

For  more  information,  call  CARE  LINE  1-800-868-0404. 
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CONFERENCES/WORKSHOPS 

The  Fifth  Annual  Conference  of  the  SC  Medical  Management  Association  (SCMMA)  will  be  held  Thursday,  Octo- 
ber 23  and  Friday,  October  13  at  Embassy  Suites  in  Columbia.  The  conference  will  include  a variety  of  top  flight 
seminar  leaders  covering  topics  such  as  financial,  personnel,  risk  and  compliance  management.  Speakers  will  also 
cover  topical  issues  such  as  managed  care,  information  technology  and  integrated  delivery  systems.  SCMMA  is  the 
professional  association  of  medical  managers  service  physicians’  offices  across  the  state.  It  has  chapters  in  Colum- 
bia, Lexington,  Pickens,  Oconee,  Greenville  and  Spartanburg  and  is  the  only  medical  management  association  affil- 
iated with  the  SCMA.  For  further  information  on  the  conference,  contact  Mary  Mills  Safko  at  (803)  791-2045. 

Winthrop  University,  Rock  Hill,  SC,  and  the  American  College  of  Medical  Practice  Executives  are  co-spon- 
soring the  Management  Education  and  Development  series,  a comprehensive  course  of  study  targeted  to  health  care 
professionals  and  physicians  which  covers  much  of  the  material  found  in  MBA  and  MHA  programs.  Twelve  cours- 
es are  presented  over  a 14-month  period  avoiding  vacation  months,  one  course  per  month,  delivered  on  a Friday 
afternoon  and  Saturday  morning.  Starting  dates:  October  20-21, 1995.  For  complete  course  descriptions,  schedules 
and  registrationfees,  call  Ruth  Dawson,  Division  of  Graduate  and  Continuing  Studies,  (803)  323-2303. 


HIV  CLINICAL  TUTORIALS 

The  SC  AIDS  Training  Network  has  announced  plans 
for  three  clinical  tutorials  for  physicians,  physician 
assistants  and  nurse  practitioners.  The  events  planned 
are: 

1.  Primary  Care  Management  of  HIV  Disease  - 
Adults/Adolescents,  Columbia,  SC 

2.  Management  of  Pediatric  HIV,  Charleston,  SC 

3.  Management  of  Pediatric  HIV,  Columbia,  SC 

Each  tutorial  will  last  one  full  day  and  include  hands- 
on  clinical  training.  There  will  be  no  charge  for  these 
tutorials;  however,  a refundable  deposit  of  $50  will  be 
requested  to  reserve  a slot.  Each  tutorial  will  be 
limited  to  four  participants.  Dates  will  be  set  once 
interested  trainees  have  been  identified. 

For  information,  call  Susan  L.  Fulmer,  MPH,  MS,  SC 
AIDS  Training  Network,  in  Columbia  at  (803)  777- 
4788.  a 


CAPSULES 

The  SC  Chapter  of  the  American  Academy  of  Pediatrics, 
at  its  recent  meeting  in  Asheville,  honored  three  dis- 
tinguished South  Carolinians. 

The  Honorable  James  G.  Mattos,  former  member  of  the 
House  of  Representatives  from  Greenville/Pickens 
Counties  was  named  Child  Advocate  of  the  Year  for  his  i 
contributions  to  the  health  and  well-being  of  SC ’s  chil-  | 
dren  and  his  achievements  on  behalf  of  these  children.  ' 

John  W.  Rheney,  Jr.,MD,  was  presented  the  1 995  Career  ] 

Achievement  Award  for  his  superior  accomplishments  ' 

in  the  field  of  medicine.  Dr.  Rheney  is  DHEC’s  District 
Medical  Director  for  Edisto  and  Lower  Savannah  Dis- 
tricts. 

The  President’s  Award  was  presented  to  William  B.  Pit- 
tard.  III,  MD,  for  his  outstanding  service  to  the  Chap- 
ter, its  activities  and  the  children  of  the  state.  Dr.  Pittard 
is  currently  Professor  of  Pediatrics,  Vice  Chairman  of 
the  Department  of  Pediatrics,  and  Director  of  Newborn  ' 
Services  at  MUSC.  □ 


“DOCTOR  OF  THE  DAY” 

Please  remember  to  sign  up  for  “Doctor  of  the  Day’’  at  the  State  House.  The  General  Assembly  is  in  session 
Tuesday  through  Thursday.  The  session  begins  on  Tuesday,  January  9,  1996,  and  continues  through  June  6, 
1996.  Call  the  SCMA  office  at  1-800-327-1021  and  schedule  your  date  with  Barbara  Garvin,  extension  230. 
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Oh  we  Coven 


CHARLES  ARDEN  MOBLEY,  M.  D.,  1888-1973 
PRESIDENT,  SCMA  1932 


Charles  Mobley  was  born  in  Rock  Hill  on 
March  31,  1888.  He  received  his  early  educa- 
tion in  Rock  Hill  and  attended  the  University  of 
Tennessee.  He  earned  his  M.  D.  degree  from 
the  Medical  College  of  the  State  of  South  Car- 
olina in  1910,  the  seventh  in  his  family  to 
achieve  this. 

Dr.  Mobley  practiced  briefly  in  Van  Wyck  in 
Lancaster  County  before  moving  back  to  his 
hometown  and  limiting  his  practice  to  Urology. 

In  1919,  Mobley  moved  to  Orangeburg  where 
he  would  spend  the  rest  of  his  life.  He  founded 
the  Orangeburg  Hospital,  with  25  beds,  and 
was  its  chief  surgeon  until  his  retirement  in 
1948.  He  also  established  a “training  school” 
for  nurses.  Many  of  its  graduates  reported  that 
they  never  saw  an  abscessed  stitch  while  there. 
In  the  late  1920s  Dr.  Mobley  is  said  to  have 
performed  a “miracle  surgical  feat.”  A two- 
year-old  child  had  been  run  over  by  a combine, 
almost  completely  severing  one  leg  and  a toe. 
Mobley  wired  the  bone  together,  connected  the 
arteries  with  small  rubber  tubes,  which  were 
removed  after  four  days,  reconnected  the 
nerves  and  sewed  the  muscles  together  by 
using  kangaroo  tendon.  He  took  a few  stitches 
in  the  severed  toe  and,  circulation  having  been 
reestablished  throughout  the  entire  limb,  the  toe 


mended  on  its  own.  Dr.  Mobley  attributed  his 
success  in  the  operation  to  emphasis  of  sterile 
conditions.  Dr.  Mobley  at  one  time  reported 
that  he  had  performed  more  than  10,000  opera- 
tions in  his  hospital  without  a single  infection. 
Most  of  these  were  before  the  days  of  the 
“wonder  dmgs.”' 

Dr.  Mobley  was  a member  of  the  founders 
group  and  a fellow  of  the  American  College  of 
Surgeons  and  of  the  American  Board  of 
Surgery.  In  his  President's  address  to  the 
SCMA,  looking  back  on  the  history  of  the  pro- 
fession and  forward  to  the  challenges  he  said: 
We  have  a right  to  be  proud,  but,  in  our 
acknowledgement  of  the  glorious  past,  let  us 
not  forget  the  present  tasks,  but  do  our  part  to 
make  effective  the  fight  of  organized 
medicine  against  the  great  foe  of  mankind — 
disease — and  make  our  contribution  so  effec- 
tive that,  in  the  end,  there  shall  be  available  to 
all  the  people  of  the  earth  the  best  and  finest 
services  that  the  science  of  medicine  affords. 
Dr.  Mobley  died  on  September  14,  1973. 

Betty  Newsom 

The  Waring  Historical  Library 
RPTERENCE 

I.  Rock  Hill  Evening  Herald,  July  31.  1963. 
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PHYSICIAN  RESIDENT  ALERT: 

IF  YOU  COULD  USE  OVER  $25^00  A YEAR- 

ANSWER  THIS  AD. 

Here’s  how  it  breaks  down  - an  annual 
j^rant,  plus  a monthly  stipend  and  reimburse- 
ment of  approved  educational  expenses. 

You  will  be  part  of  a unique  health  care 
team  where  you  will  find  many  opportunities 
to  continue  your  medical  education,  work  at 
state-of-the-art  facilities,  and  receive  outstand- 
ing benefits. 

So,  if  you  are  a physician  resident  who 
could  use  over  $25,000  a year,  contact  an 
Army  Medical  Counselor  immediately. 

(706)  724-7506 


ARMY  MEDICINE.  BE  ALL  YOU  CAN  BEf 


Join  us  for  the 

ANNUAL  EDUCATION  SYMPOSIUM  OF  THE 
NORTH  CAROLINA  AND  SOUTH  CAROLINA 
MEDICAL  DIRECTORS  ASSOCIATION 
For  Physicians  Who  Practice  in 
Long  Term  Settings 

Saturday,  October  14, 1995,  8:00  am-5:00  pm 
Wyndhani  Garden  Hotel,  Charlotte,  NC 

The  program  will  feature 

❖ Prevention  and  Management  of  Falls 

❖ Management  of  Dementia-Related 

Behavioral  Problems 

❖ Polypharmacy  in  the  Long  Term  Care  Setting 

❖ Ethical  Issues  in  Long  Term  Care 

■i*  Appropriate  Use  of  Rehabilitative  Technology 
^ Problem  Solving  for  the  Medical  Director 

Registration  Material  to  Follow 
For  More  Information  Contact: 

NC:  Margaret  A.  Noel,  MD  (704)  274-6182 
SC:  Brad  Whitney,  MD  (803)  457-3838 


Low  stress.  High  volume. 

Pearlcorder  DTIOOO  Microcassette  Dictator/T ranscriber 


Special  Pricing  $299.00 


Auto  Back  Space  For  instant,  effortless 
repeated  passage  review. 

Remote  Control  Handset 
Footswitch  and  Dual-speaker  Headset 

For  total  comfort  and  efficiency, 

Variable  Speed  Control  From  -15% 
to  +30%, 


Dual  Tape  Speeds 

Quick  Erase  Easy  erasing  of  a tape  for 
immediate  reuse. 

Tape-end  Alarm  Signals  when  to 
change  or  turn  over  a tape 

Conference/Dictation  MIC 
Three-digit  Tape  Counter 


O 


OLYMPUS 


TELECO 


TELECO  DICTATION  SYSTEMS 

, 111  EXFXtTIVE  CENTER  DRIVE,  SUITE  221 

'-..Ij*  COLUMBlA.se  29210 

^ 1-800-994-5507  (803)798-3901 


rile  U.S.  Army’s  Financial  Assistance 
Program  (FAP)  is  offering  a subsidy  of  over 
$25,()00  a year  for  training  in  certain  medical 
siiecialities. 


i 


SCMAA  LFXiISLATIVE  AFFAIRS  1995-1996 

The  SCMA  Alliance  Legislative  Affairs  Committee  has  identified  three  goals  as  outlined  by  the 
AMA  Alliance  for  the  year.  “Three  areas  to  make  an  impact... 

That  give  each  of  us  a choice  of  how  to  pursue  our  own  areas  of  interest  and  use  our  own 
talents. 


The  first  area  is  EDUCATION  and  COMMUNICATION... 

The  key  to  success  in  the  legislative  arena  is  education... 
and  communicating  this  information  to  members. 

But  this  priority  is  two-fold.  Education  and  communication  also  applies  to  legislators  and  to 
those  who  shape  opinions  in  our  communities.  They  need  to  be  educated  on  medicine's  point  of 
view.. .And  to  understand  how  their  decisions  will  ultimately  affect  patients. 

Our  second  focus  area  is  ACTION... 

Because  our  ability  to  respond  quickly  and  effectively  to  legislative  alerts  on  both  the  state  and 
federal  levels  is  crucial  in  meeting  medicine’s  legislative  goals. 

The  third  priority  outlined  by  the  Legislative  Affairs  Committee  is  TEAMWORK... 
Teamwork  with  the  medical  society  on  both  the  county  and  state  levels  is  critical  to  the  medical 
alliance’s  success  in  legislative  activity...” 

The  Legislative  Affairs  Committee  has  planned  a Legislative  Workshop  to  be  held  at 

The  Capital  City  Club 

Wednesday,  September  20,  1995  10:00  a.m. 

Speakers: 

Ms.  Barbara  Moxon,  Chairman 
S.C.  Advocate  for  Women  on  Boards  and  Commissions 
Ms.  Betsy  Wolff,  Executive  Director,  The  Alliance  for  South  Carolina’s  Children 
Mr.  Stephen  Williams,  SCMA  Senior  Vice  President  and  General  Counsel 
Ms.  Jan  McKellar,  SCMA,  Director,  Health  Policy  Affairs 


Stephanie  Evans,  (Mrs.  John  P.)  Chairman,  Legislative  Affairs 
Arney  Love,  (Mrs.  J.  Daniel,  Jr.)  Co-Chairman,  Legislative  Affairs 
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lf  fou'[e  too  busy  to  (oiue  to  ou[ 
"Adiievlny  [(onoinio  freedom"  seminar, 
probalily  be  working  late, 
till  you're  61. 


Statistics  indicate  that  only  8 percent  of  the  doctors  in  the  United  States  can  retire  at  age  65  and  maintain  the 
present  lifestyle.  Join  Mercer  for  a complimentary  educational  seminar  and  discover  why  health  care  professiona 
made  Mercer  the  nation's  largest  fee-only  financial,  practice  management  and  investment  advisor.  The  servict 
offered  by  Mercer  have  become  so  well  accepted  that  to  date  twelve  state  Medical  and  Dental 
Associations  have  endorsed  us  to  their  membership.  Forget  working  late  and  focus  on  ^ r 


’’Achieving  Economic  Freedom.” 


MERCER  GLX)BAL  ADVSORS 


Tuesday,  November  28 

COLUMBIA,  SC 


Wednesday,  November  29 

CHARLESTON,  SC 


Thursday,  November  30 

GREENVILLE,  SC 


This  is  a COMPLIMENTARY,  two  hour  seminar.  TO  REGISTER  please  call  (800)  335-880 


federal  or  state  securities  laws,  rules  or  regulations. 


i does  not  provide  investment  advice  and  disclaims  any  liability  and  responsibility  whatsoever 


reoL 

solely  with  Mercerwith  respect  to  such  paradpation. 
receives  compensation  from  Mercer. 


ERRATUM 

In  the  February,  1995  issue  of  The  Journal,  the  following 
names  were  omitted  from  the  list  of  members  of  the 
SCHA/SCMA  Joint  Committee  on  Futile  Care  and  DRN 
Orders  which  appeared  on  page  56: 

Pat  Claypoole,  Clinton 
Charles  R.  Duncan,  Jr.,  M.  D.,  Greenville 
Gwen  Eddleman,  Rock  Hill 
N.  David  List,  M.  D.,  Columbia 
Charles  Petit,  M.  D.,  Columbia 
Kenneth  Whittemore,  Ph.  D.,  Charleston 

The  Journal  Guest  Editor  and  staff  regret  this  error. 
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OCTOBER 


l)nday-Friday  October  2-6, 1995 

lumbia,  SC,  Richland  Memorial  Hospital  CCTR 
th  Floor  Classroom 
Imary  Training  in  Hyperbaric  Medicine 
) iONSOR;  use  School  of  Medicine 
INSCRIPTION:  A comprehensive  introduction  to  the 
Die  of  hyperbaric  oxygen  therapy  in  modem  medical 
j ractice. 

I TE  OF  AUDIENCE:  Physicians,  therapists,  technolo- 
^ ists,  and  nurses  involved  in  hyperbaric  oxygen  therapy. 
INTACT:  Susan  Pearson,  (803)  434-4211; 

J AX:  434-4288 

CULTY:  Dick  Clarke,  Robert  L.  Bartlett,  MD 
" IE  CREDITS:  40  Hours,  AMA  Category  1 

idnesday  October  4, 1995 

lumbia,  SC,  James  F.  Byrnes  Center  for  Geriatric 
ledicine,  Education  and  Research 
search  Conference 
ONSOR:  Byrnes  Center 

|te  of  AUDIENCE:  Staff  - physicians,  residents, 

pedical  students,  nurses,  EKGs 

INTACT:  Lunch  provided.  Contact  JoAnn  Watts  by 

:00  pm  on  the  Monday  before,  (803)  734-0812 

CULTY:  Germaine  Odenheimer,  MD 

4E  CREDITS:  1 HOUR,  AMA  CATEGORY  1 

turday  October  7, 1995 

ilumbia,  SC,  Richland  Memorial  Hospital  CCTR 

Ith  Floor  Classroom 
i Annual  Vascular  Symposium 
ONSOR:  use  School  of  Medicine 
iSCRIPTION:  Annual  update  on  vascular  surgery. 

TE  OF  AUDIENCE:  Vascular  surgeons 
INTACT:  Susan  Pearson,  (803)  434-4211; 

AX:  434-4288 

CULTY:  Daniel  S.  Rush,  MD 

jdE  CREDITS:  3-4  Hours,  AMA  Category  1 


Sunday-Wednesday  October  8-11, 1995 

Hilton  Head  Island,  SC,  The  Hilton  Resort 
Hot  Topics  in  Pediatrics 

SPONSOR:  SC  Academy  of  Family  Physicians 
CONTACT:  Sally  George,  (410)  955-0807 
CME  CREDITS:  18  AAFP  Prescribed  Hours 

Sunday-Wednesday  October  8-11, 1995 

Sea  Island,  GA 
Pediatric  Critical  Care 

SPONSOR:  Medical  College  of  Georgia  School  of 
Medicine 

CONTACT:  Katrinka  Akeson,  (706)  721-3967 
CME  CREDITS:  20  Hours,  AMA  Category  1 

Wednesday  October  11, 1995 

Columbia,  SC,  James  F.  Byrnes  Center  for  Geriatric 
Medicine,  Education  and  Research 
Grand  Rounds  - Infectious  Diseases 
SPONSOR:  Byrnes  Center 
TYPE  OF  AUDIENCE:  Staff  - physicians,  residents, 
medical  students,  nurses,  EKGs 
CONTACT:  Lunch  provided.  Contact  JoAnn  Watts  by 
3:00  pm  the  Monday  before,  (803)  734-0812 
FACULTY:  Charles  S.  Bryan,  MD 
CME  CREDIT:  1 Hour,  AMA  Category  1 

Thursday-Friday  October  12-13, 1995 

North  Georgia  Mountains 
Autumn  Primary  Care 

SPONSOR:  Medical  College  of  Georgia  School  of 
Medicine 

CONTACT:  Katrinka  Akeson,  (706)  721-3967 
CME  CREDITS:  12  Hours,  AMA  Category  1 

Friday  October  13, 1995 

Columbia,  SC,  SC  State  Museum 
Trends  in  Psychosocial  Care  of  the  Oncology 
Patient  & Family 

SPONSOR:  use  School  of  Medicine 
DESCRIPTION:  To  develop  and  expand  the  knowledge 


and  skills  of  psychosocial  staff  caring  for  cancer 
patients  and  their  families  and  provide  a forum  for  net- 
working. 

TYPE  OF  AUDIENCE:  Psychiatrists,  psychologists, 
social  workers,  counselors,  nurses,  chaplains,  and  other 
professionals  who  work  with  oncology  patients. 
CONTACT:  Susan  Pearson,  (803)  434-4211; 

FAX:  434-4288 

PROGRAM  FEE:  $75  for  physicians 

FACULTY:  Lisa  Bryant,  MD 

CME  CREDITS:  6.5  Hours,  AM  A Category  1 

Friday-Sunday  October  13-15, 1995 

Atlanta,  GA 

Musculoskeletal  Impairment  & Disability  Evaluation 
SPONSOR:  Southern  Medical  Association 
CONTACT:  1-800-423-4992 

Saturday  October  14, 1995 

Charlotte,  NC,  Wyndham  Garden  Hotel 
Annual  Educational  Symposium  of  the  North  Carolina  & 
South  Carolina  Medical  Directors  Association 
SPONSOR:  North  Carolina  & South  CaroUna  Medical 
Directors  Association  and  Bowman  Gray  School  of  Medi- 
cine 

DESCRIPTION:  Program  will  feature  prevention  and  man- 
agement of  falls,  management  of  dementia-related  behav- 
ioral problems,  polypharmacy  in  the  long  term  care  setting, 
ethical  issues  in  long  term  care,  appropriate  use  of  rehabili- 
tative technology  and  problem  solving  for  the  medical 
director. 

CONTACT:  Brad  Whitney,  MD,  (803)  457-3838  in  SC; 
Margaret  A.  Noel,  MD  (704)  274-6182  in  NC 

Sunday-Monday  October  15-16, 1995 

Black  Mountain,  NC,  Blue  Ridge  Assembly 
Empowering  Teachers  of  Family  Medicine  Maternity 
Care 

SPONSOR;  use  School  of  Medicine 
DESCRIPTION:  To  provide  family  medicine  educators 
with  requisite  attitudes  and  working  skills  to  use  in  a 
family-centered  approach  to  birthing  in  their  clinical 
care,  teaching,  and  role  modeling  of  maternity  care. 
TYPE  OF  AUDIENCE;  Family  practice  educators  in 
North  and  South  Carolina  who  practice  and  teach  mater- 
nity care. 

CONTAtrr;  Susan  Pearson,  (803)  434-4211; 

FAX:  434-4288 

PROGRAM  FEE;  $75  for  physicians 
FACULTY:  Elizabeth  G.  Baxley,  MD 
CME  CREDITS;  6.5  Hours,  AMA  Category  1 

Thursday  October  19,  1995 

Florence,  SC,  The  Heritage  Restaurant 
Tools  for  Change  - Hospital-Physician  Integration 


SPONSOR:  SC  Academy  of  Family  Physicians 
CONTACT:  Doris  Clevenger,  (803)  796-3080 
CME  CREDITS:  4.5  AAFP  Prescribed  Hours 

Friday-Sunday  October  20-22, 1995 

Williamsburg,  VA 
Cancer  Update 

SPONSOR:  Southern  Medical  Association 
CONTACT:  1-800-423-4992 
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Wednesday  October  25, 1995 

Columbia,  SC,  Crafts-Farrow  State  Hospital 
Clinico-Pathological  Conference 
SPONSOR:  Crafts-Farrow  State  Hospital  and  SC  State 
Hospital 

DESCRIPTION;  Review  the  pathogenesis  of  diseases 
which  include  risk  factors,  etiology  and  anatomical 
changes  in  the  human  body  for  specific  disease  entitie^ijtiK 
TYPE  OF  AUDIENCE;  Medical  staff  - Crafts-Farrow 
State  Hospital  and  SC  State  Hospital 
CONTACT:  Fe’  A.  Cardona,  MD,  MPH,  (803)  734-65 36^CI 
PROGRAM  FEE:  None  [ 

FACULTY;  Faculty  members.  Department  of  Pathology^ 
use  School  of  Medicine,  and  Richland  Memorial  Ho^iur 
pital 

CME  CREDITS:  1 Hour,  AMA  Category  1 


Wednesday  October  25, 1995 

Columbia,  SC,  James  F.  Byrnes  Center  for  Geriatric 
Medicine,  Education  and  Research 
Journal  Club 
SPONSOR:  Byrnes  Center 
TYPE  OF  AUDIENCE:  Staff  - physicians,  residents, 
medical  students,  nurses,  EKGs 
CONTACT:  Lunch  provided.  Contact  JoAnn  Watts  by 
3:00  pm  on  the  Monday  before,  (803)  734-0812 
FACULTY:  John  Egbert,  MD 
CME  CREDITS:  1 Hour,  AMA  Category  1 


Friday  October  27, 1995 

Columbia,  SC,  William  S.  Hall  Psychiatric  Institute 
Forum 

New  Directions  in  Brain  Disorders  Research:  Develop- 
ments and  Implications 

SPONSOR:  Crafts-Farrow  State  Hospital  and  SC  State 
Hospital 

DESCRIPTION:  A presentation  on  new  research  in  ^ 
schizophrenia,  the  neuroanatomy  of  normal  emotion  | 
and  the  brain  chemistry  of  depression.  ^ 

TYPE  OF  AUDIENCE:  Various  professional  disciplines  i 
such  as  medicine,  psychology,  nursing,  social  work,  ai| 
others  such  as  family  members  of  mentally  ill  and  agen- 
cies serving  the  mentally  ill. 

CONTACT:  Woodrow  Harris,  EdD,  (803)  734-6826 

PROGRAM  FEE:  $18  professionals;  $10  family  mem- 
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|)ers  of  the  mentally  ill 

rjiCULTY:  Daniel  Weinberger,  MD,  Director  of  Qinical 
prain  Disorders  Branch,  National  Institute  of  Mental 
|iealth:  Mark  S.  George,  MD,  Associate  Professor  of 
psychiatry.  Radiology  and  Neurology  and  Head,  Func- 
lional  Neuroimaging  Division,  Medical  University  of 

;c 

(IvlE  CREDITS:  5 Hours,  AM  A Category  1 
NOVEMBER 


Mednesday  November  1, 1995 

(lilumbia,  SC,  James  F.  Byrnes  Center  for  Geriatric 
, Medicine,  Education  and  Research 
ksearch  Conference  ■ 

SPONSOR:  Byrnes  Center 

T'PE  OF  AUDIENCE:  Staff  - physicians,  residents, 
jnedical  Students,  nurses,  EKGs 
Ci)NTACT:  Lunch  provided.  Contact  Jo  Ann  Watts  by 
'>:00  on  the  Monday  before,  (803)  734-0812 
FACULTY:  Germaine  Odenheimer,  MD 
Ci/IE  CREDITS:  1 Hour,  AM  A Category  1 

liursday  November  2, 1995 

(dumbia,  SC,  Crafts-Farrow  State  Hospital 
If  date  on  Treatment  Modalities  in  Psychiatry 
8’ONSOR:  Crafts-Farrow  State  Hospital  and  SC  State 
Tospital 

EiSCRIPTION:Update  on  psychotherapy  of  various 
najor  medical  illnesses  by  eminent  psychiatrists  from 
11  over  the  nation. 

ITE  OF  AUDIENCE:  Physicians,  psychiatrists,  and 
»ther  subspecialists 

ONTACT:  Fe’  A.  Cardona,  MD,  MPH,  (803)  734-6536 
FlLOGRAM  FEE:  None 

FlCULTY:  Samuel  C.  Risch,  MD,  Professor  of  Psychia- 
ry  and  Behavioral  Sciences,  Medical  University  of  SC; 
Uan  C.  Swann,  MD,  FYofessor  of  Psychiatry,  Universi- 
y of  Texas  Medical  School;  Jacob  E.  Mintzer,  MD, 
Associate  Professor  of  Psychiatry  and  Behavioral  Sci- 
:nce.  Medical  University  of  SC  and  one  faculty  TBA 
(4E  CREDITS:  4.5  Hours,  AMA  Category  1 

Wednesday  November  8, 1995 

Idumbia,  SC,  James  F.  Byrnes  Center  for  Geriatric 
Medicine,  Education  and  Research 
^'and  Rounds 
frONSOR:  Byrnes  Center 
VPE  of  AUDIENCE:  Staff  - physicians,  residents, 
medical  students,  nurses,  EKGs 
ONTACT:  Lunch  provided.  Contact  Jo  Ann  Watts  by 
L(X)  pm  on  the  Monday  before,  (803)  734-0812 
KCULTY:  Alan  Brett,  MD  or  Nowa  Omoigui,  MD 
tVIE  CREDITS:  1 Hour,  AMA  Category  1 


Friday  November  17, 1995 

Charleston,  SC,  Sheraton  Inn 
Ethical  Issues  of  Managed  Care 
SPONSOR:  Medical  University  of  SC 
DESCRIPTION:  Topics  will  include  Fundamental  Ethi- 
cal Concerns  Raised  by  Managed  Care,  Physician  and 
Patient  Autonomy  and  Managed  Care,  Managed  Med- 
ical Practice,  Managed  Access  to  Managed  Care  and 
Managed  Death  and  Managed  Care. 

TYPE  OF  AUDIENCE:  Physicians  and  all  other  pro- 
viders of  health  care 

CONTACT:  Odessa  Ussery,  (803)  792-4071 
PROGRAM  FEE:  $125  before  October  16,  $160  after 
FACULTY:  Guest  faculty  and  local  faculty 
CME  CREDITS:  6.5  Hours,  AMA  Category  1 

Wednesday  November  22, 1995 

Columbia,  SC,  Crafts-Farrow  State  Hospital 
Clinico-Pathological  Conference 
SPONSOR:  Crafts-Farrow  State  Hospital  and  SC  State 
Hospital 

DESCRIPTION:  Review  the  pathogenesis  of  diseases 
which  include  risk  factors,  etiology  and  anatomical 
changes  in  the  human  body  for  specific  disease  entities. 
TYPE  OF  AUDIENCE:  Medical  staff  - Crafts-Farrow 
State  Hospital  and  SC  State  Hospital 
CONTACT:  Fe’  A.  Cardona,  MD,  MPH,  (803)  734-6536 
PROGRAM  FEE:  None 

FACULTY:  Faculty  members.  Department  of  Pathology, 
use  School  of  Medicine,  and  Richland  Memorial  Hos- 
pital 

CME  CREDITS:  1 Hour,  AMA  Category  1 

Wednesday  November  22, 1995 

Columbia,  SC,  James  F.  Byrnes  Center  for  Geriatric 
Medicine,  Education  and  Research 
Journal  Club 
SPONSOR:  Byrnes  Center 

TYPE  OF  AUDIENCE:  Staff  - physicians,  nurses,  resi- 
dents, medical  students,  nurses,  EKGs 
CONTACT:  Lunch  provided.  Contact  JoAnn  Watts  by 
3:00  pm  on  the  Monday  before,  (803)  734-0812 
FACULTY:  Laura  Bird,  MD 
CME  CREDIT:  1 Hour,  AMA  Category  I 

DECEMBER 


Friday-Saturday  December  1-2, 1995 

Charleston,  SC,  Omni  Hotel 
Perspectives  in  Pain  Management 
SPONSOR:  Medical  University  of  SC 
DESCRIPTION:  This  course  is  designed  for  anesthesiol- 
ogists, pain  management  physicians,  family  practice 
physicians,  neurosurgeons,  orthopedists,  and  neurologists 
who  deal  with  acute  or  chronic  pain  management  issues. 


TYPE  OF  AUDIENCE:  See  description  above 
CONTACT:  Barbara  Baylor,  (803)  792-1607 
PROGRAM  FEE:  $365  before  October  23,  $395  after 
FACULTY:  Guest  faculty  and  local  faculty 
CME  CREDITS:  14  Hours,  AM  A Category  1 

Monday-Friday  December  4-8, 1995 

Columbia,  SC,  Richland  Memorial  Hospital  CCTR 
6th  Floor  Classroom 
Primary  Training  in  Hyperbaric  Medicine 
SPONSOR:  use  School  of  Medicine 
DESCRIPTION:  A comprehensive  introduction  to  the 
role  of  hyperbaric  oxygen  therapy  in  modem  medical 
practice. 

TYPE  OF  AUDIENCE:  Physicians,  therapists,  technolo- 
gists, and  nurses  involved  in  hyperbaric  oxygen  therapy. 
CONTACT:  Susan  Pearson,  (803)  434-4211; 

FAX:  434-4288 

FACULTY:  Dick  Clarke,  Robert  L.  Bartlett,  MD 
CME  CREDITS:  40  Hours,  AMA  Category  I 

Monday-Sunday  December  4-10, 1995 

Hilton  Head  Island,  SC 

7th  International  Psychology  of  Health,  Immunity,  and 
Disease  Conference 

SPONSOR:  National  Institute  for  the  Clinical  Applica- 
tion of  Behavioral  Medicine 

DESCRIPTION:  Emphasis  will  be  hands-on,  practition- 
er-oriented techniques  for  mind/body  counseling  and 
behavioral  medicine. 

CONTA(CT:  David  Donahue,  1-800-743-2226 
CME  CREDITS:  Up  to  44  Hours,  AMA  Category  1 

Wednesday  December  6, 1995 

Columbia,  SC,  James  F.  Byrnes  Center  for  Geriatric 
Medicine,  Education  and  Research 
Research  Conference 
SPONSOR:  Byrnes  Center 

TYPE  OF  AUDIENCE:  Staff  - physicians,  nurses,  resi- 
dents, medical  students,  nurses,  EKGs 
CONTACT:  Lunch  provided.  Contact  JoAnn  Watts  by 
3:00  pm  on  the  Monday  before,  (803)  734-0812 
FACULTY:  Germaine  Odenheimer,  MD 
CME  CREDIT:  1 Hour,  AMA  Category  1 

Friday-Sunday  December  8-10, 1995 

Miami,  FL 

8th  Annual  Regional  Burn  Semimr 
SPONSOR:  Southern  Medical  Association 
CONTACT:  1-800-423-4992 

Saturday  December  9, 1995 

Columbia,  SC,  USC  School  of  Medicine  VA  Campus 
3rd  Annual  Protecting  Your  Medical  Practice 
SPONSOR:  USC  School  of  Medicine 


DESCRIPTION:  To  enhance  prescribing  skills,  preven- 
tion, diagnosis  and  treatment  of  alcohol  and  other 
patient  dmg  issues  and  answer  legal  and  ethical  ques- 
tions. 

TYPE  OF  AUDIENCE:  Area  physicians 
CONTACT:  Susan  Pearson,  (803)  434-42 1 1 ; 

FAX:  434-4288 

PROGRAM  FEE:  $75  for  physicians 
FACULTY:  N.  Peter  Johnson,  PhD 
CME  CREDITS:  8 Hours,  AMA  Category  1 

Wednesday  December  13, 1995 

Columbia,  SC,  James  F.  Byrnes  Center  for  Geriatric 
Medicine,  Education  and  Research 
Grand  Rounds 
SPONSOR:  Byrnes  Center 

TYPE  OF  AUDIENCE:  Staff  - physicians,  nurses,  resi- 
dents, medical  students,  nurses,  EKGs 
CONTACT:  Lunch  provided.  Contact  JoAnn  Watts  by 
3:00  pm  on  the  Monday  before,  (803)  734-0812 
FACULTY:  Germaine  Odenheimer,  MD 
CME  CREDIT:  1 Hour,  AMA  Category  1 
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Friday  December  15, 1995 

Columbia,  SC,  Crafts-Farrow  State  Hospital 
Drug  Resistant  Tuberculosis 
SPONSOR:  Crafts-Farrow  State  Hospital  and  SC  State 
Hospital 

DESCRIPTION:  Definition,  epidemiology,  consequences 
to  patient  and  others  and  management  of  drug  resistant 
tuberculosis. 

TYPE  OF  AUDIENCE:  Medical  staff  - Crafts-Farrow 
State  Hospital  and  SC  State  Hospital 
CONTACT:  Fe’  A.  Cardona,  MD,  MPH,  (803)  734-6536 
PROGRAM  FEE:  None 

FACULTY:  Consolacion  C.  Mandanas,  MD,  MPH 
CME  CREDITS:  1 Hour,  AMA  Category  1 

Wednesday  December  27, 1995 

Columbia,  SC,  Crafts-Farrow  State  Hospital 
Clinico-Pathological  Conference 
SPONSOR:  Crafts-Farrow  State  Hospital  and  SC  State 
Hospital 

DESCRIPTION:  Review  the  pathogenesis  of  diseases 
which  include  risk  factors,  etiology  and  anatomical  : 
changes  in  the  human  body  for  specific  disease  entities. 
TYPE  OF  AUDIENCE:  Medical  staff  - Crafts-Farrow 
State  Hospital  and  SC  State  Hospital 
CONTACT:  Fe’  A.  Cardona,  MD,  MPH,  (803)  734-6536 
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PROGRAM  FEE:  None 

FACULTY:  Faculty  members.  Department  of  Pathology, 
USC  School  of  Medicine,  and  Richland  Memorial  Hos- 
pital 

CME  CREDITS:  1 Hour,  AMA  Category  1 


SOIJTM 
CAROLINA 

Medical  Group  Management  Association 


Founded  1978 


BRINGING  A VAST  NETWORK  OF  VALUABLE  RESOURCE 

TO  YOU 


State... 

State  organizations  are  a vital  resource  to  medical  group  administrators  by 
providing  education  programs,  newsletters,  networking  opportunities  and  many 
other  services.  These  organizations  provide  important  information  concerning 
your  state  and  the  local  issues  affecting  your  group.  They  also  offer  assistance  in 
dealing  with  state  and  local  legislative  and  legal  issues  as  well  as  keeping  you 
informed  about  competition,  third-party  payers  and  activities  of  various  medical 
professional  organizations.  The  state  organization  gives  you  an  opportunity  to  meef 
with  your  colleagues  on  a personal  and  regular  basis.  State  organizations  are 
legally  independent  from  the  national  Medical  Group  Management  Association  and 
are  governed  by  their  own  bylaws  and  elected  leadership.  Each  state  organization 
is  represented  at  both  the  MGMA  regional  (Section)  and  national  levels  through  the 
MGMA  Council  of  Presidents.  The  state  organizations  represent  a very  important 
"grass  roots"  and  local  level  of  Association  involvement. 

Regional... 

National  MGMA  is  divided  into  four  SecUons  (Eastern,  Midwest,  Southern  and 
Western)  and  are  integral  to  MGMA's  structure  and  functioning.  Each  is 
represented  on  MGMA's  Board  of  Directors.  Each  provides  a vital  linkage  in  the 
flow  of  information  and  ideas  from  the  state  and  metropolitan  organizations  to  the 
national  level.  Each  Section  presents  an  annual  spring  conference  to  provide  you 
an  additional  educational  opportunity  that  complements  those  offered  at  the 
national  and  state  levels. 

National... 

MGMA  was  founded  in  1926  and  today  is  dedicated  to  improving  the  delivery  of 
health  care  through  group  practice.  In  1994,  we  reached  15,332  individual  members 
from  over  6,112  member  group  representing  more  than  121,934  physicians  in  all 
specialties  and  sizes  of  groups.  We  offer  a vast  array  of  educational  opportunities, 
professional  development,  advocacy  activities,  networking,  as  well  as  research  and 
information  resources. 

These  resources  are  greatly  augmented  through  our  Center  for  Research  in 
Ambulatory  Health  Care  Administration  from  which  a variety  of  new  management 
technologies  are  constantly  developed.  Furthermore,  our  American  College  of 
Medical  PracUce  Executives  provides  a voluntary  certification  program  for  you  to 
improve  and  maintain  your  professional  proficiency  and  to  provide  recognition  for 
your  achievements.  More  information  on  how  to  contact  state  or  section 
organizations  is  available  from  Medical  Group  Management  Association,  104 
Inverness  Terrace  East.  Englewood,  CO  801 12-5306  or  call  (303)  799-1  111. 


CREATE  A MEDICAL 
BREAKTHROUGH. 

Become  an  Air  Force  physician  and  find 
the  career  breakthrough  you’ve  been 
looking  for. 

• No  office  overhead 

• Dedicated,  professional  staff 

• Quality  lifestyle  and  benefits 

• 30  days  vacation  with  pay  per  year 

Today’s  Air  Force  provides  medical 
breakthroughs.  Find  out  how  to  qualify 
as  a physician  or  physician  specialist. 

Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


Where  else  can  you  get  compassionate 
care,  confidential  treatment  and  the 
understanding  of  other  health  care 
professionals? 


Only  at  the  Impaired  Professionals  Program  at  Parkside  High  Point  Behavioral  Services. 


Because  only  at  Parkside  will  you  find  professionals  who  understand  the  special  needs  of 
I physicians,  nurses  and  other  health  care  professionals  who  have  alcohol  or  drug  problems. 

And  only  at  Parkside  will  you  find  our  Impaired  Professionals  Program  designed  to  meet 
these  special  needs.  This  program  recognizes  the  health  care  professional’s  unique  need  for 
confidentiality,  peer  support  and  help  in  balancing  the  roles  of  patient  and  professional. 

It  addresses  all  the  ethical  issues  that  are  part  and  parcel  of  the  problem.  It’s  designed  to 
provide  impaired  professionals  with  compassionate  guidance  and  support  every  step  of  the 
way.  And,  best  of  all,  it  works. 

Trust  Parkside  to  care.  Trust  Parkside  to  help.  Our  commitment  is  clear. 

And,  our  record  of  success  speaks  for  itself 

For  more  information  or  to  receive  a FREE  VIDEO,  call  (800)  525-9375,  ext.  2095. 


PAR 


Parkside  High  F 
Behavioral  Sen 

A Sendee  of  Higi  i 
Regional  Ho 
601  N.  Elm  S 
High  Point,  NC 


Charleston,  SC^s  Only  Private  Island 


Located  onh  a nine-miniite  fern-  ride  north  of  the 
Isle  of  Palms  lies  one  of  the  South’s  last  barrier 
islands  available  for  development  and  the  Charleston 
area's  only  private  island. 

Unlike  other  islands,  there  are  no  restaurants, 
lounges,  or  golf  courses  for  outsiders  to  visit,  while 
invading  the  privacy  of  homeowners. The  only  visitors 
on  Dewees  are  guests  of  propery  owners. 

This  boat-access  island  is  unique  in  other  ways. . . 
a clean,  wide  beach  stretches  for  over  Z'/z  miles, 
development  plans  carefully  protect  the  island’s 


natural  environment,  transportation  is  restricted  to 
electric  vehicles,  and  a property  owner  s ferr^’  runs  on 
schedule.  In  addition,  environmental  covenants  limit  the 
number  of  homes  to  only  1 50. 

Tlie  location  of  the  island  is  extraordinary. . .its 
pristine  surroundings  are 
perfect  for  fresh  & saltwater 
fishing,  crabbing,  shrimp- 
ing, and  oystering,  yet  it’s 
just  minutes  to  downtown 
Charleston  and  the  Interna- 
tional Airport. 

Come  explore  Dewees, 
truly  a private  island  to  call 
your  own.  Prices  start  at 
$165, ()()(),  with  tw'o-acre 
oceanfront  lots  starting  at 
$340,000. 

Call  l-8()0-t44-7352  or 
(803)  88(>8'’83. 

Pat  Ross.  Broker-In-Cbarge. 

Deivees  Iskmd  Real  Estate.  Inc. 

Obtain  the  property  report  required  by  federal  law  and  read  it  before  signing  anything.  No  federal 
agency  has  judged  the  merits  or  value,  if  any,  of  this  property.  This  advertisement  shall  not  be  deemed 
an  offer  to  any  resident  of  any  state  where  prior  registration  is  required.  Void  where  prohibited. 


Dewees 

ISLAND 


A PRIVATE.  OCEANFRONT 
ISLAND  RETREAT 
DEDICATED  TO 

ENVIRONMENTAL  PRESERVATION 


\X  INNKR  OFTHF 
S.C.  L;ind  Resources  Commission's 
1993  Carolina  Land 
Derelopnient  Stewardship  Award 


classifiers 


Columbia/IICA  is  currently  liiriiig  physi- 
cians to  stall  nuiltiple  urgent  care  centers  in 
the  central  and  eastern  Tennessee  areas.  Hach 
center  is  equipped  with  a full  support  staff 
including  lab  and  x-ray.  We  offer  an  extreme- 
ly competitive  salary  and  benefit  package 
(stock  options,  401  K,  33  paid  days  off  per 
year,  etc).  Relocation  expenses  and  malprac- 
tice paid.  Please  direet  any  inquiries  to  Larry 
Dillalia,  MI),  Three  Maryland  Farms,  Suite 
ISO,  Brentwood,  TN  37027,  Telephone  {615} 
373-7600  or  (6/5)  342-2322. 

ORANGEBURG  AND  CALHOUN 
COUNTIES  h ave  practice  opportunities  for 
graduating  residents/fellows  and  experienced 
practitioners  in  the  following  specialties; 


Hmergency  Medicine,  Endocrinology,  Family 
lhactice,  InI'ectious  Diseases,  Obstetrics  & 
Gynecology  and  Rheumatology.  I^ractice 
incentives  and  relocation  assistance  are  avail- 
able. Contaet  Dr.  Cherinol,  'The  Regional 
Medieal  Center,  at  (SOO)  H66-6045. 

EMERGENCY  DEPARTMENT  PHYSI- 
CIAN - PART  TIME  - POSSIBLE  FULL 
TIME:  Certified  in  Family  Practice  or  Emer- 
gency Medicine.  Will  consider  applicants 
with  experience  in  Emergency  Medicine; 
239-bed  hospital,  23,()()()  ED  visits  annually. 
Questions  or  inquiries,  eall  (S03)  256-5933. 
Send  resume  to:  Dr.  Riehard  Boyer,  Frovi- 
denee  Hospital,  Emergency  Department, 
2435  Forest  Drive,  Columbia,  SC  29204. 
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The  Journal  of  the  South  Carolina  Medical  Association 


Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


WILL  YOUR  CHILDREN  INHERIT  YOUR  PENSION  PLAN  ASSETS? 

THE  ms  WILL  GET  A BIGGER  SHARE  THAN  YOUR  CHILDREN 
TAXES  CAN  CONSUME  AS  MUCH  AS  75%  OF  PLAN  DISTRIBUTIONS 


While  your  qualified  retirement  plan  is  probably  your  largest  asset,  taxes  at 
your  death  can  consume  as  much  as  75%  of  plan  distributions.  If  you're 
counting  on  this  asset  to  provide  for  your  children,  you  need  to  be  aware  of 
the  disastrous  tax  effects  that  can  occur. 

Here's  an  example  of  a 60  year  old  physician  who  has  $2,000,000  in  his 
profit  sharing  plan  and  has  named  his  children  as  beneficiaries.  They  will 
receive  less  than  $600,000. 


71% 


Beginning  Plan  Balance 

$2,000,000 

Taxi:  Excess  Accumulations  Tax 

107,567 

Tax  2:  Federal  Estate  Tax 

946,217 

Tax  3:  Federal  Income  Tax 

358,286 

Total  Taxes 

$1,412,070 

Net  Amount  A vailable  to  Heirs 

$587,930 

Percent  Passing  to  Heirs 

29% 

Fortunately,  there  are  solutions  which  minimize  this  disastrous  effect.  To 
learn  more  options  that  have  worked  well  for  a number  of  physicians,  please 
return  this  response  form. 


PLEASE  PROVIDE  INFORMA  TION  ON  PRESERVING  QUALIFIED  PLAN  ASSETS 

Carolina  Physicians  Advisory  Service 
Post  Office  Box  688 
Columbia  SC  29202-0688 


NAME 


STREET 


CITY  STATE  ZIP 
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your  attorney  and  accountant  are  qualified  to  do  so. 
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Easy  to  use  screens  with  pop  up  help  windows 
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No  corrupted  databases  because  of  power  failures 
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What  can  a map  tell  you  about  a computer  system 


More  than  40%  of  all  South 
Carolina  physicians  in  private 
practice  use  CompuSystems’ 
Medical  Practice  Management 
System  to  work  more 
efficiently  and  profitably. 
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Plenty  — if,  like  tliis  one,  it  shows 
how  maiiy  medical  offices  in  South 
Carolina  use  a particular  practice 
management  system  to  am  more 
efficiently,  effectively,  and  profitably. 

For  example,  it  might  show  how  a 
16-year  commitment  to  "Working  for 
Physicians"  has  resulted  in  over  660 
installations  in  South  Carcalina, 
represen  tiiag  some  1,030  physicians  — 
over  40%  of  the  4,600  in  priv'ate  practice 
in  the  state! 

It  might  bring  home  how  features 
like  "on-the-fly"  refiling,  encounter- 
fonri  tracking,  and  direct  transniission 
to  South  Carolina  Medicare,  Medicaid, 
and  Blue  Cross/ Blue  Shield  (with  no 


per-claim  charges)  are  impnwing 
physicians'  revenue. 

It  could  clarifv  how  critical  "one- 
call"  support  can  be  in  helping  offices 
stay  productive  — how  telephone 
support  staff,  software  and  hardware 
engineers,  teclmidans,  trainers,  and  a 
fleet  of  sercice  vans  can  provide 
support  unmatched  in  the  industry. 

It  might  demonstrate  how  technical 
expertise  brings  a host  of  innovafioias, 
starting  with  the  first  integrated,  direct 
electronic  claims  capability  iir  a practice 
management  system. 

Or  it  could  validate  the  concept  of 
regional  focus:  By  selling  systems  only 
in  the  Southeast,  a computer  company 


can  keep  customers  up  to  date  on  the  f i 
latest  insurance  filing  requirements.  [ 
It  could  emphasize  the  flexibility  of  ? 
multi-user,  multi-tasking  software  that  1 1 
ams  on  the  most  popular  operating  f 
system  in  the  world.  I 

And  it  could  illustrate  the  value  of  t 
ha\4ng  a computer  vendor  with  a 
Msion  for  the  future  and  the  expertise  to 
make  that  vision  w^ork  for  you.  i 

IS  i 

€®[imi[piiJiSystemsl 

inc.  j 

Carolina  Research  Park  • One  Science  Court  i 
Columbia,  SC  29203-9356  ! 

800-800-6472  • 803-735-7700 


VOLUME  91 
NUMBER  10 
OCTOBER  1995 
PAGES  409-446 


SPECIAL  ISSUE:  FAMILY  VIOLENCE 


GUEST  EDITOR:  BENJAMIN  E.  NICHOLSON,  M.  D. 


You  are  invited  to  review  our  Medical  Office  Manager ... 
a system  for  the  21st  Century 

Fox  Meadows  Software,  Limited 
2 West  Wessex  Way 
Blythewood,  S.C.  29016 

We  have  been  serving  medical  offices  throughout  American  through 
mail  order  sales  for  over  eight  years.  We  have  expanded  to  direct 
services  in  five  states  and  look  forward  to  speaking  with  you. 

Take  time  to  compare  the  FMS  advantage  and  support  services  to  your  current 

system  and  service  fees 

Call  (803)  754-4290  or  (800)  754-7213  for  additional  information  or  an  initial 

on-site  review  of  your  needs. 


Medical  Office  Software, 

that: 

Supports  personal  computers  that  run  DOS,  Windows 

No  End  of  Day  or  Monthly  close-outs  required 

Select  reports  by  entering  a from  and  to  date 

Multiple  user,  Relational  Database  with  Real-Time  updates 

Easy  to  use  screens  with  pop  up  help  windows 

The  most  civilized  and  cost  effective  software  available  today 

Electronic  claims,  Scheduler,  Imaging,  and  Voice  Recognition 

Over  75  industry  standard  reports  and  still  going 

No  corrupted  databases  because  of  power  failures 

Interfaces  with  other  popular  Microsoft  products  ( Excel,  Word  ) 

Create  your  own  databases,  extract  data  for  reports 

Medication  capture  and  contraindicated  medicine  checking 

Export  and  import  Patient  data  to  other  offices  electronically 

Fax  your  prescriptions  to  Pharmacies  via  a modem 

Unlimited  clinical  and  statistical  reporting  of  your  data 

Year  2000  ready 


PAID  rv  Plus 

does! 


1-800-382-PAID  (7243) 
or  fax  (803)  699-2384 

PAID  IV  Plus.  Because  patients  can  V remember 
everything,  and  you  have  to. 


miDIV 

] Plus 


Companion  Technologies 

Modern  technology  for  practice  management 


He’s  just  doing  Mom  a favor.  He  doesn’t  have 
a clue  who  the  insurer  is.  This  isn ’t  going  to 
make  him  late  for  practice,  is  it? 


Mix-ups  like  this  throw  your  practice’s  schedule  off 
i and  frustrate  patients.  So  head  off  problems,  and  mn 
iHE  FRANCIS  A.  COUNTWflvy  our  office  smoothly  with  PAID  IV  Plus. 

RARY  OF  MEDICINE  I paid  IV  Plus.  Companion  Technologies’ private 
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complete  practice  management  software  system 
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Simplify  collection  of  amounts  due  by 
automatically  calculating  the  patient-due  portion 


Utilize  .special  features  to  make  data  input 
fast  and  efficient 


Quickly  update  financial  infonriation  when 
you  post  procedures 


With  its  reputation  of  having  the  finest  Prcx'edure 
Entry  routines  available.  PAID  TV  Plus  will  do  all  the 
w'ork,  and  you’ll  get  all  the  credit.  And  maybe  that 
raise ... 


Leam  what  else  PAID  IV  Plus  can  do  for  you. 

Call  Companion  Technologies  for  inlbnnation  or  to 
schedule  a system  demonstration. 
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The  I I.S.  Army’s  I'inancial  Assistance 
IV(),i>  ram  (FAP)  isofferin.u  a subsidy  of  over 
$25,000  a year  for  Iraining  in  certain  modiea! 
speeialiti('s. 


I ler('’s  how  it  brc'aks  down  - an  annual 
^rant,  plus  a monthly  stiixMul  and  reimbur<('- 
ment  of  ai)i)roved  educational  exp('nses. 

You  will  bc‘  i>art  of  a uniciue  health  rare 
t('am  wIk'I'c'  you  will  find  many  opportunities 
to  continue  your  medical  {*ducation,  work  at 
state-of-th(*-ai't  faeilities,  and  receive  outstand- 
in.^beiK'llts. 

So,  it  you  are  a ])hysieian  residemt  who 
could  us(*  ov(M' $25,000  a year,  contact  an 
Anny  Merlieal  Counselor  immediat(‘ly. 

<706)  724-7506 
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If  you're  too  busy  to  tome  to  our 
"Adileiy  [ronouik  freedom"  semluiir, 
probably  be  workluy  lale. 
re 


Statistics  indicate  that  only  8 percent  of  the  doctors  in  the  United  States  can  retire  at  age  65  and  maintain  their 
present  lifestyle.  Join  Mercer  for  a complimentary  educational  seminar  and  discover  why  health  care  professionals 
made  Mercer  the  nation's  largest  fee-only  financial,  practice  management  and  investment  advisor.  The  services 
offered  by  Mercer  have  become  so  well  accepted  that  to  date  twelve  state  Medical  and  Dental 
Associations  have  endorsed  us  to  their  membership.  Forget  working  late  and  focus  on  ^ r 
"Achieving  Economic  Freedom."  mercer  global  advsors 


Tuesday,  November  28 

COLUMBIA,  SC 


Wednesday,  November  29 

CHARLESTON,  SC 


Thursday,  November  30 

GREENVILLE,  SC 


This  is  a COMPLIMENTARY,  two  hour  seminar.  TO  REGISTER  please  call  (800)  335-8808. 


South  Carolina  Medical  Association  ("SCMA")  is  not  registered  as  a broker,  dealer,  or  investment  advisor  under  any  federal  or  state  securities  laws,  rules  or  regulations. 
Participation  in  Mercer  Programs  is  solely  the  decision  of  the  SCMA  member  and  the  SCMA  members  shall  contrad  solely  with  Mercer  with  respect  to  such  paiicipation, 
SCMA  does  not  provide  investment  advice  and  disclaims  any  liability  and  responsibility  whatsoever.  SCMA  receives  compensation  from  Mercer. 
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THE  WEB  OF  FAMILY  VIOLENCE 


Family  Violence  is  defined  as  the  use  of  coercion  or  force  by  one  family  member  with  the 
intent  to  inflict  injury — emotional,  financial,  or  physical — upon  another  family  member.  The  vic- 
tims may  be  children,  parents,  grandparents,  male  or  female.  The  abusers  may  come  from  all 
economic,  ethical,  racial  or  religious  groups  and  may  be  women,  men  or  adolescents. 

Typically,  patterns  of  abuse  are  learned  by  people  who  grow  up  in  dysfunctional  families  and 
who  may  have  suffered  some  type  of  abuse  themselves.  Frustration,  stress,  alcohol  or  drug  abuse, 
financial  problems  and,  we  now  suspect,  television  violence  all  may  exacerbate  the  tendency 
towards  violence.  Other  risk  factors  seem  to  be  single  parent  families  and  families  who  do  not 
have  close  relationships  with  schools,  churches,  or  neighbors.  And  one  recent  study  has  found 
that  if  a person  is  likely  to  use  violence,  the  loss  of  employment  seems  to  increase  this  tendency 
more  than  almost  any  other  single  factor. 

It  is  evident,  therefore,  both  from  the  literature  and  from  our  own  practices  that  family  violence 
involves  all  generations  and  tends  to  perpetuate  itself.  This  web  of  violence  can  and  does  spread 
from  the  family  to  girlfriends,  boyfriends  and  playmates.  It  can  trap  people  in  relationships  from 
which  they  find  it  almost  impossible  to  break  free.  The  abused  wife  is  afraid  to  leave  home 
because  of  her  children,  or  because  of  financial  or  social  obstacles.  The  elderly  are  dependent  on 
those  who  care  for  them  and  feel  they  have  nowhere  to  turn  for  help.  And  most  helpless  of  all  are 
the  children  who  don’t  understand  what  is  happening  to  them  when  they  are  physically  or  emo- 
tionally abused  by  those  they  love. 

Since  we,  as  physicians,  are  likely  to  be  the  first  outsiders  to  see  victims  of  abuse,  we  are  in  a 
crucial  position  to  help  them,  and  we  certainly  need  to  be  better  informed  about  how  to  do  this. 
With  this  special  issue  of  The  Journal  and  the  SCMA  and  alliance’s  Campaign  For  Violence-Free 
Families,  we  hope  that  we  all  can  begin  to  help  victims  break  through  this  web. 


Benjamin  E.  Nicholson,  M.  D. 
President 
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INTRODUCTION 

BENJAMIN  E.  NICHOLSON,  M.  D.* 


This  issue  of  The  Journal  is  devoted  to  the 
theme  of  family  violence.  The  South  Carolina 
Medical  Association  and  the  alliance,  realizing 
that  there  has  never  been  a coordinated  state 
effort  to  combat  family  violence,  has  estab- 
lished the  South  Carolina  Coalition  For  Vio- 
lence-Free Families.  This  coalition  includes  30 
public  and  private  agencies  which  are  con- 
cerned with  various  aspects  of  this  serious  prob- 
lem. Our  plan  is  to  create  a reference  book 
specifically  for  South  Carolina  which  can  be 
used  as  a resource  for  physicians  and  other 
health  care  workers  when  they  are  faced  with 
cases  of  family  violence.  It  will  list  specific 
resources  available  to  them  in  each  county  and, 
we  hope,  educate  them  on  how  better  to  recog- 
nize and  treat  family  violence. 

In  this  issue  we  have  collected  articles  by  sev- 
eral concerned  writers  who  have  special  experi- 
ence or  knowledge  about  this  subject. 

Dr.  Gail  Bundow  discusses  the  phases  of  vio- 
lence and  how  to  recognize  indicators  of  possi- 
ble abuse  and  suggests  methods  to  assess  the 
patient. 

Ms.  Nancy  Barton  presents  the  case  history  of 
a battered  wife  and  the  way  the  system  failed  to 
help  her.  She  lists  crisis  lines  which  are  avail- 

*President, SCMA,  409  Simpkins  Street,  Edgefield,  SC 
29824. 


able  and  current  shelters  for  battered  women  in 
South  Carolina. 

Dr.  Sami  Elhassani  discusses  fetal  abuse, 
neonaticide,  spousal  and  child  abuse.  He  rec- 
ommends using  a five-question  abuse  assess- 
ment screen  during  prenatal  visits  to  improve 
detection  rates  of  battering. 

Dr.  Susan  Breeland  Ryan  gives  a history  of 
recorded  child  abuse  and  the  types  of  such 
abuse,  presents  her  methods  of  recognizing 
abuse,  and  discusses  the  multidisciplinary 
approach  to  child  abuse. 

Dr.  Paul  Eleazer  writes  a very  thorough  article 
on  elder  abuse,  including  identification,  treat- 
ment and  prevention  of  such  abuse,  the  legal 
aspects  of  reporting  abuses,  and  Guardian  Ad 
Litem  services. 

Dr.  Peter  Owens  gives  an  interesting  histori- 
cal perspective  of  domestic  violence  and  dis- 
cusses this  problem  from  the  vantage  point  of 
his  own  practice. 

We  hope  that  this  issue  of  The  Journal  will 
help  you  to  understand  the  magnitude  of  the 
problem  of  family  violence  in  our  society  and 
give  you  some  insight  on  how  to  deal  with  it  in 
your  practice.  □ 
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HOW'S  YOUR  DOMESTIC  VIOLENCE  I.  Q.? 
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Look  al  hcr-look  again.  She’.s  nol  “the  broken 
arm  in  room  seven”  or  “the  iVeqiienl  return 
visitor  for  elironic  headaches.”  She’s  a 
woman  hoping  someone  will  look  below  the 
surface  and  see  the  true  cause  of  her  pain  and 
emotional  turmoil.  Her  home  is  a prison. ..a 
den  of  suffering.  And  yet  many  physicians 
just  put  a bandaid  on  the  superficial  wounds, 
and  send  her  home  again.  The  true  problem 
goes  unrecognized  (or  ignored),  no  alterna- 
tives are  explored,  her  well-being  goes  unpro- 
tected. And  we  call  ourselves  healers? 

It  is  difficult  to  define  clearly  just  how  much 
violence  has  become  an  accepted  part  of  our 
lives. ..in  our  schools,  our  entertainment,  and 
in  our  homes.  Millions  of  Americans  are 
emotionally  tortured,  physically  abused,  and 
sometimes  killed-many  in  their  own  homes, 
and  by  someone  they  know. 

The  first  step  in  breaking  the  cycle  of 
violence  is  in  acknowledging  that  it  exists, 
then  we  must  recognize  it  when  it  presents  in 
our  offices.  Domestic  violence  is  a major 
health  problem  which  occurs  in  every 
socioeconomic  class,  regardless  of  age,  race, 
educational  or  religious  background. 

Domestic  violence  is  defined  as  the 
intentional  use  of  threats  or  actual  physical 
force  by  one  member  against  another  member 
of  a household  or  relationship.  This  involves 
repeatedly  subjecting  this  person  to  forceful 
psychological,  social,  and  physical  behavior 
in  order  to  coerce  them  without  regard  to 
their  rights.  Activities  which  are  included  in 
this  spectrum  of  behavior  include  mental 
degradation,  verbal  abuse,  property  violence, 
physical  attacks,  forced  sexual  activity  or 
threats  of  serious  harm  to  self  or  others. 

So  how  do  1 convince  you  that  this  is  an 
epidemic  which  we  as  physieians  can  no 
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longer  ignore?  Maybe  a few  shocking 
statistics  will  catch  your  attention; 

• United  States  is  ranked  first  among 
industrialized  nations  in  violent  crimes 

• South  Carolina  is  ranked  as  the  FIFTH 
most  violent  state 

• 1.1  million  domestic  crimes  against  women 
were  reported  in  1991  in  the  United  States 
(this  is  believed  to  be  greatly  under 
reported) 

• A woman  is  battered  every  15  seconds  in 
the  United  States 

• Domestic  violence  results  in  more  injuries 
to  women  than  muggings,  sexual  assaults, 
and  motor  vehicle  accidents  combined 
This  problem  should  be  addressed  by  each 

one  of  us,  first  realizing  that  we  must  not 
blame  the  victim!  Next,  efforts  to  understand 
the  cycle  of  violence  will  make  its 
identification  and  interruption  possible. 

Domestic  violence  has  three  distinct  phases 
which  repeat  themselves,  though  the  length  of 
time  for  each  phase  is  different  for  each 
couple.  Typically,  what  occurs  is  that  the 
longer  a couple  remains  in  a violent 
relationship,  the  shorter  the  cycle  becomes. 
Not  only  does  the  abuse  happen  more 
frequently,  but  it  usually  becomes  more 
violent.  Described  below  are  the  three  phases 
of  the  cycle. 

PHASES 

Tension  Building:  During  this  phase,  the 
abuse  usually  consists  of  name  calling, 
belittling,  verbal  threats,  and  occasional 
pushing  or  slapping.  The  woman  often  can 
identify  this  time  and  states  she  can  “feel 
tension  building.”  She  tries  to  make 
everything  “smooth”  at  home,  trying  to  keep 
him  from  becoming  more  angry.  Eventually, 
all  control  is  lost  and  the  violence  begins. 

Acute  Battering  Incident  {The  Explosion 
Phase):  The  abuser  becomes  violent.  The 
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violence  in  this  phase  escalates  to  a more 
severe  level  than  in  the  previous  phase.  The 
abuser  is  often  in  a rage,  and  can  seriously 
injure  his  partner.  He  often  demonstrates  his 
power  by  verbally  instilling  fear  through 
threats  of  harm  to  her  or  the  family.  Beating 
frequently  occurs,  sometimes  with  the  use  of 
objects  or  weapons.  Eorced  sexual  encounters 
also  can  occur  during  this  violent  time.  It  is 
impossible  to  predict  the  severity  of  the 
violence  that  will  occur,  nor  what  will  “set  it 
off.”  The  attack  is  often  followed  by  shock 
and  denial,  and  the  seriousness  of  it  will  often 
be  minimized.  The  abuser  often  blames  his 
partner  for  having  “pushed  him  to  it.” 

Honeymoon  Period:  Eol lowing  the  violent 
episode,  there  is  often  a period  of  calm, 
during  which  the  abuser  is  “his  old  self’  with 
whom  the  woman  fell  in  love.  He  realizes 
that  he  risks  losing  her  as  a result  of  his 
actions.  He  is  loving  and  kind  towards  his 
partner,  begs  for  forgiveness,  and  promises  to 
never  harm  her  again.  He  probably  means  it 
at  the  time,  and  she  desperately  wants  to 
believe  him.  The  woman  now  is  in  control, 
and  may  enjoy  this  feeling  for  a short  time. 
She  can  use  this  time  to  get  some  of  her  needs 
met.  If  there  is  a chance  for  them  to  get  help, 
this  is  the  time  period.  If  he  is  convinced  that 
the  abuse  must  stop,  he  may  seek  help. 
However,  the  batterer  often  convinces 
himself,  as  well  as  his  partner,  that  he  will  be 
able  to  control  himself  in  the  future. 

In  order  for  the  cycle  to  continue,  both 
partners  become  convinced  that  the  violence 
will  not  happen  again.  Eventually,  the  tension 
begins  to  build  again,  the  “honeymoon” 
begins  to  fade,  and  the  cycle  of  violence 
begins  again. 

INDICATORS 

If  a patient  walked  into  your  office  without 
obvious  bruises  or  broken  bones,  could  you 
recognize  indicators  of  possible  abuse?  Try 
looking  for  any  of  the  following  “red  flags” 
in  your  evaluations: 

1.  An  increase  in  the  number  of  scheduled 
appointments,  often  for  vague  complaints 


with  unidentifiable  causes  (major  workups 
when  done-often  all  negative). 

2.  Erequently  missed  appointments 

3.  Symptoms  of  depression,  insomnia, 
physical  symptoms  to  include  headache, 
GI  complaints,  chronic  pelvic  pain,  chest 
pain-frequently  without  documented 
cause. 

4.  Self-abuse,  poor  self-esteem,  suicide 
attempts. 

5.  Alcohol  or  drug  abuse. 

6.  Describes  partner  as  jealous  and 
possessive,  monopolizes  her  time,  has  a 
volatile  temper. 

7.  Often  blames  herself  for  problems  out  of 
her  control. 

8.  Injuries  inconsistent  with  history  given. 

9.  Partner  who  does  not  want  to  leave  during 
exam,  answers  all  questions,  often 
inappropriately  affectionate,  tries  to 
control  health  care  setting. 

ASSESSMENT 

In  order  to  appropriately  assess  a battered 
woman,  you  must  always  assess  her  in  a 
private  place  away  from  her  partner. 
Questioning  her  in  front  of  her  partner  may 
place  her  in  danger.  Batterers  frequently 
threaten  the  woman  to  maintain  the  secret  of 
violence  (thus,  the  reason  for  her  choosing  to 
deny  that  violence  is  occurring).  Maintain  eye 
contact  with  your  patient,  and  approach  the 
topic  with  a nonjudgmental  tone,  as  you 
would  in  assessing  for  any  health  problems. 
Encourage  her  to  confide  in  you,  but  do  not 
badger  or  get  frustrated.  A woman  will 
choose  when  to  share  her  secret  of  violence, 
usually  not  until  a trust  has  been  established 
with  the  health  care  provider.  Permit  the 
patient  to  describe  her  situation,  and  if  you 
suspect  battering,  review  the  cycle  of 
violence  with  her,  and  educate  her  about  its 
frequency,  and  potential  problems.  Reassure 
her  that  no  one  “deserves”  to  be  abused,  and 
provide  referral  information  for  community 
resources.  Remember  that  you  can’t  “rescue” 
her,  and  force  her  into  options  for  which  she 
is  not  prepared.  Do  encourage  her  to  look  at 
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her  resources  and  ensure  her  own  safety. 

CONCLUSION 

Abuse  by  an  intimate  partner  is  a commonly 
recognized  cause  of  illness  and  injury  in 
women.  It  is  terrifying  to  think  that  one- 
fourth  of  all  American  families  are  touched 
by  domestic  violence,  but  it  is  even  more 
frightening  to  realize  that  we,  as  a medical 
profession,  often  choose  NOT  to  treat  this  as 
a medical  problem.  When  we  know  that 
domestic  violence  causes  more  injuries  than 
sexual  assaults,  muggings,  and  M VAs 
combined-how  can  we  continue  to  say  that  it 
is  not  a medical  issue? 

Physicians  are  on  the  front  lines  of  dealing 


with  victims  of  these  acts  of  violence,  and 
have  the  ability  to  affect  the  prevalence  of 
this  form  of  aggression.  We  also  have  the 
responsibility  to  show  compassion.  Your 
interaction  with  an  abused  patient  has  an 
incredible  effect  on  her.  She  has  been  through 
an  emotionally  shattering  expericnce-she 
needs  patience  and  compassion,  not  criticism 
or  condescension.  Finally,  realize  that  your 
action,  or  lack  of  action,  can  have  a huge 
impact  on  her  life.  Be  aware  that  by  NOT 
asking  whether  domestic  violence  is  the  cause 
of  your  patient’s  injuries  or  symptoms,  you 
could  be  closing  your  eyes  to  the  fact  that  this 
woman  will  most  likely  return  home,  only  to 
be  abu.sed  again. ..and  again.  H 
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Choking  the  one  you  love,  remaining  in  an 
abusive  relationship,  or  committing  a violent 
act  against  a wife  while  maintaining  a suc- 
cessful career  all  seem  to  defy  logic.  The 
apparent  irrationality  of  domestic  violence 
makes  it  difficult  for  the  average  person  on 
the  street  or  the  average  physician  in  the 
OB/GYN  clinic  to  understand  and  address 
this  pervasive  problem.  Hence,  we  tend  to 
minimize  the  choking,  blame  the  battered 
woman,  and  excuse  the  abuser  who  looks  like 
an  upstanding,  stable  individual.  In  point  of 
fact,  love  and  violence  do  co-exist,  women 
often  return  to  an  abusive  relationship  in  an 
effort  to  survive  economically  and  physically, 
and  batterers  exist  in  all  socioeconomic,  edu- 
cational, racial  and  religious  groups. 

The  complexity  of  the  phenomenon  of 
domestic  violence  which  obscures  our  ability 
to  logically  understand  its  dynamics  and 
course  is  illustrated  by  the  violent  relation- 
ship of  a prominent  Columbia  businessman’s 
daughter.  The  obstacles  the  young  woman 
experienced  are  common  to  numerous  bat- 
tered women  seeking  to  break  free  of  the  vio- 
lence. Too  ashamed  to  approach  her  family 
for  help  so  early  in  her  marriage,  this  woman 
from  a privileged  background  contacted  the 
Sistercare  domestic  violence  crisis  line.  Over- 
riding any  impulse  to  talk  with  her  parents 
was  the  knowledge  of  her  husband’s  threat  to 
kill  her  father  whom  he  resented  for  his  sig- 
nificant success.  This  woman  had  no  reason 
to  doubt  her  husband’s  capacity  to  carry  out 
his  threat  based  on  the  violence  he  had  perpe- 
trated against  her.  She  explained  to  the  crisis 
line  counselor  that  when  she  sought  guidance 
from  her  minister,  she  was  advised  to  pray 
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harder  and  make  every  effort  to  be  a better, 
forgiving  wife.  Feeling  abandoned  by  her 
minister,  she  entered  counseling  with  a family 
therapist  only  to  be  questioned  about  her 
responsibility  for  the  violent  relationship,  her 
contribution  to  the  abuse,  and  whether  she 
was  being  a responsive  wife.  Such  a counsel- 
ing approach  confirmed  her  feelings  of  guilt 
as  an  inadequate  wife  who  caused  her  hus- 
band’s assaultive  behavior.  Her  increasing 
sense  of  embarrassment  and  shame  insured 
she  would  not  readily  offer  her  personal 
secret  and  tragedy  to  others.  She  did  not  tell 
her  colleagues,  friends  or  family  about  her 
marital  situation.  In  seeking  assistance  from 
law  enforcement,  the  woman  learned  the  offi- 
cers would  not  arrest  her  husband  unless  she 
obtained  a warrant.  She  was  terrified  of  the 
prospect  of  her  husband  being  bonded  from 
jail  and  returning  to  their  home  within  a mat- 
ter of  hours  of  the  arrest  she  initiated;  she  did 
not  view  this  as  a reasonable  option.  When 
she  went  to  the  local  hospital  emergency 
room  for  treatment  following  an  assault  by 
her  husband,  she  was  relieved  that  no  one 
questioned  her  about  the  cause  of  her  injuries. 
Based  on  her  past  experience,  this  young 
woman  had  every  reason  to  believe  the  medi- 
cal professionals,  like  the  others,  would  tacit- 
ly blame  her  and  not  offer  practical  assis- 
tance. She  saw  no  escape  from  her  abusive 
marriage,  even  if  she  left  her  husband.  Could 
she  leave  him,  she  asked  the  crisis  counselor, 
when  he  had  threatened  to  hunt  her  down, 
find  her  wherever  she  settled  and  kill  her  if 
she  ever  left  him? 

It  is  believed  that  the  most  dangerous  time 
for  a battered  woman  is  when  she  separates 
from  her  husband  or  partner.  Women  who 
leave  their  batterers  are  at  a 75  percent  greater 
risk  of  being  killed  by  their  abuser  than  those 
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who  slay.'  There  is  no  assiiranee  an  abused 
woman  and  her  eliildren  ean  i'ind  refuge  at  a 
battered  woman’s  shelter:  nationally,  40  per- 
eenl  of  vietims  of  domestic  violence  are 
denied  admission  to  battered  women’s  shel- 
ters due  to  lack  of  available  space  and  insuffi- 
cient funding.^  Over  a one-year  period.  Sister- 
care,  a Midlands-based  domestic  violence 
organization,  turned  away  667  abused  women 
and  their  children  following  screening  as  a 
result  of  lack  of  bedspace. 

Domestic  violence  is  a prevalent  phe- 
nomenon in  our  culture;  research  indicates 
that  28  percent  of  married  couples  report  a 
minimum  of  one  physical  assault  during  their 
current  relationship.^  Injuries  which  battered 
women  receive  are  at  least  as  serious  as 
injuries  suffered  in  90  percent  of  violent 
felony  crimes.^  Studies  indicate  17  to  37  per- 
cent of  pregnant  women  experience  physical 
and  sexual  abuse. ^ Children  may  not  escape 
the  legacy  of  a violent  home;  sons  who 
observe  violent  fathers  have  a 1,000  percent 
greater  chance  of  repeating  this  abuse  with 
their  own  future  spouses  than  do  sons  from 
nonviolent  homes.’ 

Due  to  the  pervasive  and  insidious  nature  of 
family  violence,  law  enforcement  alone  cannot 
temper  this  serious  problem  which  passes  from 
generation  to  generation.  An  integrated  com- 
munity response  is  required  to  mediate  vio- 
lenee  in  the  home.  Addressing  the  problem  of 
violence  against  women  in  South  Carolina  will 
require  that  caregivers,  service  providers  and 
other  institutions  assume  a responsible  role  to 
inelude  physicians,  clergy,  the  judiciary,  sub- 
stance abuse  and  mental  health  counselors, 
prosecutors,  probation  officers,  batterers  treat- 
ment programs,  ehildren’s  counseling  centers, 
battered  women’s  programs  and  social  services 
departments. 

It  is  unrealistic  to  expect  all  physicians  to 
be  specialists  in  the  area  of  domestic  vio- 
lence. Nonetheless,  each  medical  doctor  and 
staff  member  should  adopt  a protocol  for 
identifying  and  addressing  cases  of  family 
violence  which  present  in  their  practiee. 
Additionally,  physicians  can  acquaint  them- 


selves with  the  battered  women’s  program  in 
their  area  to  which  referrals  can  be  made  for 
services  and  advocacy. 

South  Carolina  has  14  private,  nonprofit 
domestic  violence  programs  serving  all  46 
counties  throughout  the  stale.  Each  organiza- 
tion offers  a secure  emergency  shelter  for  bat- 
tered women  and  their  children  as  well  as 
accompanying  support.  Services  without 
advocacy  prove  inadequate  in  protecting  vic- 
tims of  domestic  violence  and  breaking  the 
intergenerational  cycle  of  domestic  violence. 
Hence,  the  battered  women’s  programs 
ensure  legal  advocacy  for  victims  to  assist 
them  in  working  through  the  various  social 
systems  designed  to  respond  to  their  needs. 
Individual  eounseling  and  mutual  self-help 
support  groups  are  a part  of  the  shelters’  ser- 
vice program.  Community-based  counseling 
may  be  offered  to  those  battered  women  who 
are  not  in  imminent  danger  and  reside  outside 
of  the  shelter.  The  scope  and  extent  of  ser- 
vices vary  at  each  independent  domestic  vio- 
lence organization. 

Therapeutic  services  for  children  from  vio- 
lent homes  have  become  an  integral  part  of 
services  at  many  of  the  South  Carolina  shel- 
ters. Play  therapy,  group  counseling  and  ther- 
apeutic activities  assist  ehildren  in  overcom- 
ing the  destructive  effect  of  living  in  a home 
where  violence  is  a part  of  family  life. 

A 24-hour,  seven  day  a week  crisis  line  at 
each  shelter  is  available  to  assist  physicians 
and  medical  staff  in  making  a shelter  referral 
or  obtaining  information.  When  referring 
individuals  for  shelter  admission,  domestic 
violence  programs  require  telephone  contact 
and  screening  with  the  victim/survivor.  While 
the  encouragement  of  medical  professionals 
may  be  warranted,  it  is  important  for  the 
abused  woman  herself  to  make  the  decision 
and  commitment  to  accept  emergency  shelter. 

Physicians  and  other  medical  staff  need  to 
use  a protocol  to  ascertain  whether  a patient 
is  an  abused  woman,  encourage  her  to  seek 
services  to  address  the  violence  in  her  life, 
and  give  her  specific  information  about  and  a 
referral  to  the  local  domestic  violence  organi- 
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zation.  It  is  not  enough  to  simply  advise  the 
victim  that  she  does  not  have  to  remain  in  the 
abusive  relationship,  does  not  deserve  the 
abuse  and  has  not  caused  the  violence.  The 
battered  woman  needs  to  obtain  the  name  of 
the  domestic  violence  program  which  can 
help  her  to  learn  of  her  options  and  choices 
concerning  the  relationship  and  to  understand 
the  laws  governing  criminal  domestic  vio- 
lence. Additionally,  placing  literature  or 
brochures  provided  by  the  battered  women’s 
program  in  confidential  areas  such  as  bath- 
rooms or  examining  rooms  in  a doctor’s 
office  or  medical  clinic  can  be  helpful.  Doc- 
tors have  noted  that  crisis  cards  left  in  waiting 
rooms  go  untouched  while  cards  in  private 
areas  have  to  be  replenished  frequently. 

Medical  doctors  can  play  a significant  role 


as  a trusted  point  of  contact  for  the  abused 
woman  through  which  she  can  obtain  critical 
services  and  referrals.  In  this  way,  the  vic- 
tim/survivor can  receive  relief  and  the  inter- 
generational  cycle  of  domestic  violence  can 
begin  to  be  stemmed.  □ 
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DOMESTIC  VIOLENCE  PROGRAMS  WITH  SHELTERS  IN  SOUTH  CAROLINA 

Citizens  Against  Spouse  Abuse 

P.O.  Box  912,  Myrtle  Beach  29578 

(803)448-6206 

Citizens  Opposed  to  Domestic  Violence 

P.O.  Box  1775,  Beaufort  29901 

(803)525-1099 

1-800-868-CODA 

Coalition  to  Assist  Abused  Persons 

P.O.  Box  1293,  Aiken  29802 

(803)648-9900 

Greenwood  Shelter  for  Abused  Women 

P.O.  Box  3410,  Greenwood  29648 

(803)  227-1890 

My  Sister's  House 

P.O.  Box  5341,  N.  Charleston  29406 

(803)744-3242 

1-800-273-HOPE 

Pee  Dee  Coalition  Against  Domestic  Assault 

P.O.  Box  1351,  Florence  29503 

(803)669-4600 

Safe  Harbor 

P.O.  Box  174,  Greenville  29602 

(803)467-1 177 

Safe  Home 

P.O.  Box  1091,  Laurens  29360 

(803)682-7270 

Safe  Homes  Network 

163  Union  St.,  Spartanburg  29302 

(803)583-9803 

1-800-273-5066 

Sistercare 

P.O.  Box  1029,  Columbia  29202 

(803)  765-9428 
1-800-637-7606 

Tri-County  Sisterhelp,  Inc. 

P.O.  Box  686,  Rock  Hill  29731 

1-800-659-0977 

YWCA  of  the  Upper  Lowlands,  Inc. 

246  Church  St.,  Sumter  29150 

(803) 775-2763 

Tri  County  CASA 

P.O.  Box  1568,  Orangeburg  29115 

(803)  534-2272 

Worth  House 

P.O.  Box  812,  Seneca  29679 

(803)  868-5800 
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PROTECTING  WOMEN  AND  CHILDREN 
FROM  PHYSICAL,  SEXUAL,  AND 
PSYCHOLOGICAL  ABUSE 

SAMI  B.  ELHASSANI,  M.  D.* 


Nothing  good  ever  comes  of  violence 
— Martin  Luther 

"...no  major  disease  in  the  history  of  mankind  has  been  conquered  by  therapists  and 
rehabilitation  methods  alone,  hut  ultimately  only  through  prevention. " 

— R.  Dubos 


That  violence  is  on  the  rise  in  the  United 
States  is  no  longer  in  doubt.  What  is  less  clear 
is  finding  the  best  ways  to  prevent  it.  Of  par- 
ticular concern  to  physicians  is  that  violence 
remains  one  of  the  leading  causes  of  injury 
and  death  in  the  country,  thus,  it  represents 
one  of  the  nation’s  most  pressing  public 
health  challenges.  Among  the  different  types 
of  violence,  domestic  violence  is  considered 
one  of  the  fastest-growing  crimes  in  the 
nation.  Never  before  have  so  many  children 
and  women  been  so  vulnerable  to  physical, 
sexual,  and  psychological  abuse  as  they  are 
today.  This  is  all  remarkable  since  both 
groups  are  protected  by  federal  and  most 
states'  laws. 

On  a local  level,  it  is  important  to  know  that 
South  Carolina  ranks  in  the  top  20  states  in 
all  violent  crimes.  Per  capita,  the  state  ranks 
17th  in  robberies,  12th  in  murders,  eighth  in 
rapes,  and  second  in  aggravated  assaults. 
Nationwide,  approximately  three-quarters  of 
the  rapes,  murders,  and  aggravated  assaults 
were  committed  by  family  members  and 
acquaintances. 

Efforts  to  identify  the  causes  of  domestic 
violence  have  singled  out  a few  important  fac- 
tors including  poverty,  social  isolation,  and 
family  disruption.  Destroy  the  foundation  and 
the  house  will  collapse.  In  this  simple  truism 


*100  Willow  Lane,  Spartanburg.  SC  29307. 


lies  the  problem  of  near  disintegration  of  the 
family  unit  in  the  United  States.  As  was  shown 
in  last  year’s  national  statistics,  the  smallest 
number  of  marriages  since  1979  and  the  low- 
est marriage  rate  since  1964  were  reported.'  In 
fact,  more  couples  appear  to  be  cohabiting 
without  legal  ceremonies.  In  a closely  related 
matter,  the  number  of  divorces  in  1993  was 
over  half  the  number  of  marriages  that  took 
place  that  year  and  one  in  four  children  is  ille- 
gitimate. There  is  increasing  evidence  that  vio- 
lent crime  begins  in  broken  families  and  that 
the  basis  for  criminal  careers  starts  in  early 
childhood  and  continues  into  adolescence  and 
adulthood.  Important  risk  factors  for  delin- 
quency and  violence  are  poor  parenting, 
untreated  conduct  disorder,  social  stress, 
poverty,  and  school  failure.^ 

Defenseless  as  they  are,  children  are  vic- 
tims of  brutal  murder,  physical,  emotional 
and  sexual  abuse,  neglect,  and  exploitations 
worldwide.  Categorized  according  to  the  age 
of  the  victim,  three  specific  definitions  that 
may  help  in  the  diagnosis  of  different  kinds 
of  child  abuse  have  been  identified  to 
include  fetal  abuse,  neonaticide,  and  child 
maltreatment. 

FETAL  ABUSE 

Fetal  abuse  involves  a range  of  behaviors  in 
pregnant  women  or  their  partners  character- 
ized by  the  nonaccidental  performance  of  acts 
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that  can  be  detrimental  to  the  fetus.  The  well 
being  of  a significant  number  of  fetuses 
depends  on  the  mother’s  lifestyle.  If  smoking 
tobacco  is  eliminated  during  pregnancy, 
infant  mortality  would  be  reduced  by  10  per- 
cent and  low  birth  weight  would  decrease  by 
25  percent.^  Likewise,  decreasing  the  inci- 
dence of  unplanned  pregnancies,  decreasing 
the  abuse  of  alcohol  and  other  illicit  drugs, 
and  providing  prenatal  care  in  a comprehen- 
sive and  coordinated  matter  could  also  reduce 
infant  mortality  and  low  birth  weight.  For 
unknown  reasons,  pregnancy  is  a particularly 
dangerous  time  for  women,  with  more 
abdominal  blows  than  facial  blows  reported. 
Abuse  often  begins  or  escalates  during  preg- 
nancy. In  a study  of  548  Canadian  pregnant 
women,  6.6  percent  reported  physical  abuse 
during  the  current  pregnancy  and  10.9  per- 
cent before  it.  Of  the  women  abused  during 
pregnancy,  63.3  percent  reported  increased 
abuse  during  pregnancy,  and  77.8  percent 
remained  with  the  abuser."  In  another  study  of 
1,014  Australian  pregnant  women,  29.7  per- 
cent reported  a history  of  abuse  and  5.8  per- 
cent had  been  abused  during  pregnancy.^ 
Associated  fetal  conditions  following  physi- 
cal assaults  during  pregnancy  are  third 
trimester  placental  abruption  resulting  in  fetal 
demise,'’  preterm  labor  and  chorioamniotis.^ 

NEONATICIDE 

Neonaticide  is  murder  of  the  baby  during  the 
first  24  hours  of  age  and  is  usually  committed 
because  the  child  is  not  wanted.  According  to 
one  study  conducted  in  England  and  Wales  of 
victims  of  infant  homicide,  infants  were  most 
at  risk  on  the  first  day  of  life  accounting  for 
21  percent  of  the  victims,  and  13  percent  of 
the  victims  were  between  one  day  and  one 
month  old.**  Unlike  some  women  who  kill 
their  older  children,  mothers  who  commit 
neonaticide  are  rarely  psychotic.'^  Although 
rarely  reported  in  the  western  world,  in  Japan, 
five  cases  of  repeated  infanticides  were  com- 
mitted by  the  same  mother  in  each  case  that 
has  been  documented."*  None  of  those  moth- 
ers, however,  was  mentally  ill. 


CHILD  MALTREATMENT 

Child  maltreatment  is  defined  as  intentional 
harm  or  a threat  of  harm  to  a child  by  someone 
acting  in  the  role  of  caretaker,  for  even  a short 
time.  Approximately  three  million  abused  and 
neglected  children  were  reported  in  1992,  and 
an  estimated  2.5  percent  are  abused  or  neglect- 
ed each  year."  From  1,000  to  2,000  children 
die  of  maltreatment  each  year,  more  than  80 
percent  of  them  under  the  age  of  five,  and 
about  40  percent  in  the  first  year  of  life.'^ 
Despite  its  prevalence,  victimization  of  chil- 
dren is  usually  underreported  and  poorly  repre- 
sented in  official  statistics.'^  Child  abuse  may 
take  four  different  distinct  forms:  physical 
abuse,  neglect,  emotional  abuse,  and  sexual 
abuse.  Many  children  are  victims  of  a combi- 
nation or  all  of  those  forms.  Thus,  a neglected 
child  may  be  physically  and/or  sexually 
abused  who  also  may  become  emotionally  dis- 
turbed. Moreover,  the  similarities  between  the 
physical  evidence  of  child  maltreatment  and 
those  of  other  childhood  conditions  are  consid- 
erable. Thus,  it  is  not  surprising  that  confusion 
exists  in  the  diagnosis  of  child  abuse. 

Of  all  the  types  of  child  maltreatment, 
physical  abuse  is  the  most  recognizable  clini- 
cally. Included  in  the  physical  evidence  sug- 
gesting intentional  injury  are:  multiple  lesions 
in  different  stages  of  healing,  lesions  in  the 
shape  or  pattern  of  an  identifiable  object  (Fig- 
ure 1),  and  trauma  that  seems  inconsistent 
with  the  explanation  given  by  a parent  or 
observer  (Figure  2).  In  addition  to  the  clinical 
evidence,  abnormal  radiological  findings  in 
victims  of  child  abuse  are  of  great  importance 
in  increasing  the  potential  for  investigation 
and  detection  of  injuries  in  single-  and  multi- 
ple-organ systems  (Figure  3).  Furthermore, 
the  addition  in  the  last  two  decades  of  new 
diagnostic  tools  in  radiology  such  as  bone 
scanning,  MRI,  and  CAT  scan  greatly 
enhanced  the  ability  to  detect  both  early  and 
late  signs  of  child  abuse. 

SPOUSAL  ABUSE 

In  1993,  according  to  the  U.  S.  Department  of 
Justice,  1,531  women  in  the  U.  S.  were  killed 
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Figure  1.  Human  bite  injury  in  a six-month  old  Figure  2.  Bilateral  symmetrical  orbital  ecchymoses 
infant  showing  teeth  imprint.  secondary  to  blood  seepage  into  loose  tissue  areas. 

The  victim  has  massive  subdural  hemorrhage. 


by  their  husbands  or  boyfriends,  up  by  99 
over  1992  (and  591  men  were  killed  by  their 
wives  or  girlfriends).  Another  four  million 
women  were  beaten,  abused,  or  raped. In 
fact,  battering  accounts  for  more  emergency 
room  visits  of  women  than  injuries  from 
rapes,  muggings,  and  car  accidents 
combined.'^  Fewer  than  10  percent  are  recog- 
nized as  battered  women.  Like  abused  chil- 
dren and  adolescents,  battered  women  too 
suffer  from  many  complex  psychological 
problems  such  as  confusion,  a state  of 
increasing  dependency,  and  powerlessness.  In 
fact,  women  exposed  to  acute  or  prior  family 
violence  are  more  likely  than  unexposed 
women  to  have  made  suicidal  attempts. 
Unfortunately,  while  reporting  child  abuse  to 
the  proper  legal  authorities  is  mandated  by 
most  state  and  federal  laws,  spousal  abuse  is 
often  ignored  and  thus  rarely  reported. 

VIOLENCE-FREE  FAMILIES 

Prevention  of  diseases  is  a central  feature  of 
medical  care.  Domestic  violence  is  a crime 
and  is  also  a preventable  disease  classified 
with  AIDS,  the  national  debt,  cardiovascular 
disease,  and  cancer  as  most  prominent  public 
enemies.  But  despite  an  increased  awareness 


of  the  dangers  of  domestic  violence  to  soci- 
ety, considerable  confusion  and  controversy 
exist  today  as  the  most  appropriate  means  of 
preventing  this  “silent  epidemic.” 

One  of  the  most  effective  means  of  lower- 
ing the  incidence  of  family  violence  is 
through  prevention  strategies  directed  at 
implementing  programs  of  early  detection, 
removal  of  the  victim  from  the  violent  envi- 
ronment, and  prompt  reporting  to  the  proper 
legal  authorities.  Early  assessment  leads  to 
early  detection  of  victims  of  family  violence. 
For  example,  incorporating  a five-question 
Abuse  Assessment  Screen  (Table  1 ) into  rou- 
tine social  service  interviews  of  pregnant 
women  during  prenatal  visits  improves  detec- 
tion rates  of  battering  both  before  and  during 
pregnancy,  thus  enabling  clinicians  to  have  a 

TABLE  1 

ISSUES  INCLUDED  IN  THE  FIVE-QUESTION 
ABUSE  ASSESSMENT  SCREEN" 

1 ) History  of  domestic  violence  (emotional  or  physical 
abuse). 

2)  Recent  history  of  domestic  violence  (within  the  last 
year). 

3)  Physical  violence  during  pregnancy. 

4)  Recent  sexual  abuse  (forced  sexual  activities  within 
the  past  year. 

5 ) Fear  of  the  partner. 
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Figure  3.  The  same  infant  with  marked  subperiosteal 
new  bone  formation  along  the  shaft  of  the  left  femur 
indicating  multiple  old  fractures.  Note  the  marked 
thickness  of  the  left  femur  compared  with  the  right 
femur.  Also,  note  the  same  subperiosteal  changes  in 
the  left  tibia  and  fibula. 

greater  opportunity  to  intervene. ’’ 

In  conclusion,  domestic  violence  must  be 
elevated  from  a static  state  of  being  a “private 
matter”  to  a state  of  great  concern  to  all  citi- 
zens as  a “a  major  public  health  hazard.”  It  is 
time  to  reinvigorate  the  process. 

SUMMARY 

Domestic  violence  is  a serious  public  health 
problem.  The  “epidemic”  is  becoming  too 
obvious  to  hide,  too  widespread  to  deny,  and 
too  much  of  a health  hazard  to  ignore.  The 
victims  are  children,  women,  the  elderly,  and 
the  society  as  a whole.  Eamily  members,  gov- 
ernment. educational  and  penal  agencies,  civic 
and  medical  societies,  physicians,  and  citizens 


at  large  are  all  involved  in  domestic  violence 
prevention  By  having  a high  index  of  suspi- 
cion, physicians  are  in  an  ideal  position  to 
prevent,  assess,  identify,  and  treat  victims  of 
domestic  violence  and  its  associated  prob- 
lems. □ 
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EXPERIENCE  THE  STERLING  ADVANTAGE... 


Emergency  Medicine  opportunity 
Spartanburg,  South  Carolina 

Spartanburg  is  located  in  the  northwestern  corner  of  South  Carolina,  less  than  one  hour  away  from 
the  Blue  Ridge  Mountains  and  just  hours  to  the  sunny  beaches  of  the  state. 

Full-time  Emergency  Medicine  opportunity.  226-bed  facility,  23,000  annual  patient  visits  in  the 
Emergency  Department  with  physician  double  coverage.  Candidates  should  be  Board  Certified  in  a 
Primary  Care  Specialty  or  Board  Eligible/Board  Certified  in  Emergency  Medicine  with  significant 
Emergency  Medicine  experience. 

Excellent  compensation  package  including: 

• Paid  Malpractice  with  extended  coverage 

• Discounted  disability  coverage  (30%  off  premiums) 

• Continuing  Medical  Education  (tuition  at  no  charge) 

• NO  RESTRICTIVE  COVENANTS  in  contract  agreements 


STERLING 

HEALTHCARE  GROUP 


Please  contact  Jim  Rousos  at  800-874-4053 

We  look  forward  to  hearing  from  you! 


Today  s pressure  is  greater 
than  ever  before. 


There  is  just  so  much  pressure  a person  can  handle.  The  stresses  and 
strains  of  balancing  a busy  career  and  personal  life  can  take  their  toll 
on  even  the  most  stable  personality. 

At  Parkside  Point  Behavioral  Services,  you'll  find  that  our  Impaired 
Professionals  Program  is  designed  to  meet  the  specific  needs  of  physicians  and 
other  health  care  professionals  who  require  special  confidentiality  and  peer 
support.  Our  program,  staffed  by  professionals  who  understand  the  special 
treatment  needs  of  alcohol  or  drug  dependency  problems,  is  designed  to  pro- 
vide impaired  professionals  with  guidance  and  support  every  step  of  the  way. 

If  you  or  someone  you  care  about  is  suffering  from  an  alcohol  or  drug 
dependency  problem,  it’s  important  to  seek  help.  The  kind  of  help  provided 
by  Parkside  High  Point  Behavioral  Services. 

For  more  information  on  our  Impaired  Professionals  Program  and  a 
FREE  VIDEO,  call  (800)  525-9375,  ext.  2095. 

We  can  help  relieve  the  pressure  of  an  alcohol  or  drug  dependency  problem 
before  it’s  too  late. 


A Service  of  High  Point  Regional  Hospital 
601  N.  Elm  Street  High  Point,  NC  27261 


Parkside  High  Point 
Behavioral  Services 


SCMA  NEWSLETTER 


A PUBLICATION  OF  THE  SOUTH  CAROLINA  MEDICAL  ASSOCIATION 
Joy  Drennen,  Editor  Contributions  welcomed 

798-6207,  in  Columbia  I -800-327 -1 02 1,  outside  Columbia 
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HIGHLIGHTS  OF  SEPTEMBER  BOARD  OF  TRUSTEES  MEETINGS 


At  the  Board  of  Trustees  retreat  last  month,  the  board 
agreed  to  ask  the  executive  committee  to  form  an  Inter- 
Specialty  Ad  Hoc  Advisory  Committee  to  work  with  the 
Department  of  Health  and  Human  Services  in  provid- 
ing physician  input  on  the  assignment  of  the  physician 
dollars  in  the  Medicaid  budget,  especially  if  block  grants 
are  decreased. 

The  board  agreed  that,  at  the  1996  SCMA  Annual  Meet- 
ing, a president’s  reception  and  inaugural  ceremony 
would  replace  the  president’s  banquet  on  Saturday 
evening.  Other  than  the  inaugural  ceremony,  all  other 
activities  usually  held  during  the  banquet  will  be  con- 
ducted during  Sunday  morning’s  session  of  the  House 
of  Delegates. 


Because  of  a current  surplus  in  the  MIT  accounts,  the 
board  will  recommend  that  the  MIT  Board  decrease  pre- 
miums by  12  percent  for  one  year,  then  reconsider  the 
premiums  annually. 

The  board  agreed  to  submit  a resolution  regarding  Rural 
Health  Qinics  to  the  AMA  House  of  Delegates  because 
of  concern  regarding  the  increased  number  and  cost  of 
these  clinics  in  SC,  especially  hospital-owned  clinics 
which  are  not  capped  by  a Medicare  expenditure  limit. 

Also,  the  board  voted  to  work  with  the  SC  Attorney  Gen- 
eral’s office  on  a proposed  campaign  against  violence 
in  the  media.  □ 


MEDICARE  UPDATE 


By  now  you  should  have  received  the  October,  1995 
Medicare  Advisory  containing  important  information  for 
you  and  your  staff.  Included  in  this  Advisory  is  infor- 
mation on  modifiers  -25,  -52,  -54  and  WF,  liability  insur- 
ance and  Medicare  secoiKlary  payer,  commonly  encoun- 
tered action  codes,  and  the  injectable  drug  fee  schedule. 

Limiting  Change  and  Medicare  Secondary  Paver:  A 
recent  HCFA  policy  decision  extends  the  limiting  charge 
provision  to  nonparticipating  physicians  sutmitting  unas- 
signed claims  to  primary  insurers  when  Medicare  is  the 
secondary  insurer.  The  statute  now  prohibits  a nonpar- 
ticipating provider,  who  does  not  accept  Medicare  assign- 
ment, from  billing  or  collecting  amounts  above  the  aj^lic- 
able  limiting  chaige,  regardless  of  who  would  be 
responsible  for  payment  on  unassigned  claims  for  any 
date  of  service  after  December  31, 1994. 

End  Stage  Renal  Disease  Facilities  Approved  for  Ambu- 
lance Transport:  Since  the  list  of  ESRD  facilities 
approved  for  ambulance  transport  was  published  in  the 
September,  1995  Medicare  Advisory,  the  following  renal 


dialysis  centers  have  been  approved  and  added  to  the  list: 
Anderson  Dialysis  Center,  Columbia  Dialysis  Center, 
Greer  Kidney  Center  and  Newberry  Dialysis  Center. 

Waiver  of  Liability  and  Modifier  — GA:  As  reported 
in  the  September,  1995  Medicare  Advisory,  HCFA  has 
created  a new  modifier,  GA,  that  identifies  you  have  a 
waiver  of  liability  statement  on  file  for  the  service  you 
are  billing.  HCFA  had  originally  intended  for  you  to  use 
the  modifier  when  the  claim  is  being  filed  at  the  benefi- 
ciary’s insistence. 

However,  HCFA  has  recently  revised  these  instructions. 
You  should  use  the  modifier  to  indicate  that  you  have 
asked  the  beneficiary  to  sign  a waiver  of  liability  because 
you  believe  that  the  service  may  not  be  covered  by 
Medicare  based  on  medical  necessity.  Do  not  use  this 
modifier  for  noncovered  services,  such  as  statutory  exclu- 
sions, routine  physicals,  dentures,  etc.  This  information 
will  help  Medicare  determine  who  assumes  financial  lia- 
bility for  the  services. 

(Continued  on  page  2) 


MEDICARE  UPDATE  (Continued) 


Remember,  if  a provider  renders  a service  to  a patient 
which  Medicare  is  likely  to  consider  not  medically  nec- 
essary, the  provider  must  notify  the  patient  in  writing 
before  rendering  the  service  that  Medicare  will  proba- 
bly deny  the  claim  and  that  the  patient  will  be  responsi- 
ble for  payment.  Medicare  will  not  accept  “blanket” 
waivers  that  cover  all  procedures  that  Medicare  may  deny. 
A copy  of  that  notice  signed  by  the  patient  should  be 
attached  to  the  Medicare  claim  when  it  is  filed. 

ICD-9-CM  Diagnosis  Code  Update:  The  International 
Qassification  of  Diseases,  Ninth  Revision,  Clinical  Mod- 
ification (ICD-9-CM)  coding  system  has  issued  an  update 
for  claims  processed  on  and  after  October  1,  1995. 
Medicare  will  accept  the  new  codes,  as  well  as  the  cur- 
rent ICD-9-CM  codes,  from  October  1 through  Decem- 
ber 31, 1995.  You  must  use  the  new  codes  for  professional 
services  billed  on  and  after  January  1 , 1996  or  your  claim 
will  be  denied.  To  purchase  the  addendum  of  updated 
ICD-9-CM  codes,  as  well  as  the  code  books,  please  con- 
tact your  local  book  store  or  the  AMA  at  l-8(X>-62 1-8335. 
If  you  are  unable  to  locate  the  books  through  these 


sources,  you  can  call  the  Medicare  Part  B Provider  Ser- 
vice Center  for  assistance. 

HCFA-1500  Claims  Completion  Workshops  Encore: 
The  response  to  the  HCFA-1500  Qaims  Completion 
Workshops  held  in  September  was  overwhelming.  In  fact, 
the  seating  capacity  for  three  workshops  was  met  prior 
to  the  woiicshops,  so  Medicare  was  unable  to  accom- 
modate some  providers  who  registered  late. 

Since  Medicare  received  numerous  inquiries  about  these 
workshops.  Medicare  has  decided  to  hold  an  encore  per- 
formance in  Columbia,  October  16, 1995  9:00  am-12:00 
noon  and  1 :30-4:30  pm;  Charleston,  October  19, 1995, 
9:00  am- 12:00  noon;  and  GreenvUle,  October  20, 1995, 
9:00  am- 12:00  noon.  The  registration  fee  is  $20.  ' 

Please  contact  the  Medicare  Part  B Provider  Service  Cen- 
ter at  (803)  788-5568  with  questions  about  topics  or  space  . 
availability.  A registration  form  is  provided  in  the  Octo- 
ber, 1995  Medicare  Aifvwoo'- 


MEDICAID  UPDATE 


Rate  Changes:  Effective  with  dates  of  service  on  or  after 
November  1, 1995,  the  Department  of  Health  and  Human 
Services  (DHHS)  will  increase  physician  rates  to  74  per- 
cent of  the  1995  Medicare  fee  schedule  for  codes  not  list- 
ed below  as  exclusions.  In  the  event  that  74  percent  of 
the  1995  Medicare  rate  is  less  than  the  current  Medicaid 
rate,  the  Medicaid  rate  wtU  be  reduced  to  74  percent  of 
the  Medicare  rate  or  90  percent  of  the  current  Medicaid 
rate,  whichever  is  higher. 

Exceptions  include  (sample):  all  evaluation/management 
codes;  supply  and  locally  assigned  supplemental  codes; 
antepartum,  delivery,  postpartum  codes;  sterilizations; 
epidural;  family  planning  procedures;  venipuncture 
codes;  and  anesthesia  unit  rate. 

Injection  rates  will  be  adjusted  to  the  Average  Wholesale 
Price  (AWP)  minus  10  percent  plus  a $2.00  administra- 
tion fee.  The  injection  rates  will  also  be  effective  with 
dates  of  service  on  or  after  November  1, 1995.  A 1995 
fee  schedule  wiU  be  forthcoming  and  will  include  aU  CPT 
and  alpha  code  rates. 

ICD-9  CM  Diagnosis  Code  Updates:  Effective  with 
dates  of  service  on  or  after  October  1, 1995,  the  DHHS 
will  accept  the  new  1995  ICD-9  diagnosis  codes.  Either 
the  older  1994  or  the  new  1995  ICD-9  diagnosis  codes 


may  be  billed  during  the  grace  period  from  October  1, 
1995  through  December  31, 1995.  Effective  with  dates 
of  service  onor  after  January  1, 1996,  only  the  1995 ICD-  j 
9 diagnosis  codes  will  be  accepted.  j 

j 

Coverage  ofZithromax  (Oral  Suspension):  Effective  , 
with  dates  of  service  on  or  after  October  1,  1995,  the  j 
DHHS  will  sponsor  reimbursement  for  Zithromax  that 
is  given  orally  in  1 gram  single-dose  packets  by  pre- 
scription or  when  provided  in  a physician’s  office.  The 
physician’s  office  may  use  supplemental  procedure  code 
S9859  for  each  dose  given  and  the  reimbursement  will 
be  $16  for  each  1 gram  single-dose  packet. 

Total  Contact  Cast  Application:  Effective  with  dates  of  | 
service  on  or  after  November  1,  1995,  procedure  code  j 
29445  will  replace  the  procedure  code  S0102  when  a total  ! 
contact  cast  is  applied. 

Implantable  Infusion  Pumps:  Implantable  infusion 
pumps  are  covered  when  used  to  administer  anti-spas- 
modic drugs  intrathecaUy  (example,  baclofen)  to  treat  \ 
chronic  intractable  spasticity  in  patients  who  have  proven 
unresponsive  to  less  invasive  medical  therapy  as  deter-  i 
mined  by  the  following  criteria: 

( Continued  on  page  3 ) ' 
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a.  As  indicated  by  at  least  a six-week  trial,  the  patient  can- 
not be  maintained  on  non-invasive  methods  of  spasm 
control,  and 

b.  Prior  to  pump  implantation,  the  patient  must  have 
responded  favorably  to  a trial  intrathecal  dose  of  anti- 

I spasmodic  drug. 

i 

I New  Pathology  Codes:  Qinical  Laboratory  Improve- 
j ment  Amendment  (CLIA)  Certificates  are  issued  by  the 
; Health  Care  Financing  Administration.  There  are  two 
[ types  of  certificates  under  which  providers  may  only  bill 
certain  test  procedures:  Certificate  of  Waiver  or  Physi- 
cian Performed  Microscopy  Procedures  (PPMP)  cer- 
tificates. HCFA  has  created  three  new  temporary  codes 
that  will  be  added  to  the  list  of  services  under  the  PPMP 
I certificate  as  of  November  1, 1995: 


Procedure 

Code  Description  Rate 

G0026  Fecal  Leukocyte  Examination  $4.65 
G0027  Semen  Analysis  $9.74 

89190  Nasal  Smear  for  Eosinophils  $4.94 


A forthcoming  bulletin  will  contain  more  information  in 
reference  to  these  new  CLIA  codes. 

Hospice  Services:  Effective  October  1, 1995,  the  DHHS 
will  add  hospice  services  as  an  additional  benefit  under 
the  Medicaid  State  Plan.  Detailed  coverage  and  policy 
information  has  been  provided  in  a bulletin  dated  Sep- 
tember 10, 1995.  □ 


PHYSICIANS  CARE  NETWORK  CPHATE 

The  Phyimsuts  Care  Network  (PCN)  has  signed  contracts  with  the  foUowing  ncm^  g^|p^||fllBctiti%  as  erf 
the  dates  shown: 


* EflioU  Sawndhing:  M/95  h |j  | i| 

• Food  Service  Supplies:  ld/1/95  ^ 

If  you  have  qaestiony  or  would  like  it^fbrmatU^  regartUng  dte  PCN^  jdeas^^MarbwI^ft^fker  or  Ciiufy 
Osborn  at  the  SCM A Jllliil.  li 


DHEC  DRUG  CONTROL  UPDATE 
CONTROLLED  SUBSTANCES  REGISTRATION  CERTIFICATE 

Physicians  are  reminded  to  check  the  expiration  date  on  their  current  SC  Controlled  Substances  Registration 
certificate.  If  the  expiration  date  indicate  is  not  October  1,  1996,  the  physician  should  contact  the  DHEC 
Bureau  of  Drug  Control  at  (803)  935-7815.  Any  certificate  which  does  not  bear  an  October  1,  1996  expiration 
date  expired  on  October  1, 1995,  and  failure  to  renew  such  registration  by  October  31,  1995  will  result  in  a $25 
penalty,  in  addition  to  the  $1(X)  registration  fee.  Further,  failure  to  renew  by  December  31,  1995  will  result  in 
cancellation  of  the  registration,  which  may  only  be  renewed  by  payment  of  a $100  penalty,  in  addition  to  the 
$100  registration  fee,  and  a showing  of  just  cause. 

Physicians  are  also  reminded  that  they  must  notify  the  Bureau  of  Drug  Control  of  any  changes  of  address. 
Failure  to  notify  of  any  such  changes  may  result  in  cancellation  for  failure  to  renew,  with  resulting  penalties, 
should  such  physician  desire  to  renew  at  a later  date. 
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CHILD  HEALTH  MONTH 


October  is  recognized  as  Child  Health  Month.  In 
1992,  the  American  Academy  of  Pediatrics 
established  Child  Health  Month  to  focus  public 
awareness  on  child  health  issues  with  an  emphasis  on 
the  value  of  preventive  health  care. 

This  year’s  theme  for  Child  Health  Month  is  violence 
prevention.  Violence  is  injuring  and  killing  children 
in  America  at  epidemic  proportions.  Child  abuse  and 
neglect  is  a leading  cause  of  death  for  children  age 
four  and  younger,  with  homicide  the  third  leading 


cause  of  death  for  children  age  10  to  14  and  the 
second  leading  cause  of  death  for  children  over  15. 

According  to  Francis  Rushton,  MD,  president  of  the 
SC  Chapter,  AAP,  “Violence  is  preventable  and  we 
are  encouraging  our  colleagues  and  the  health  care 
community  at  large  to  promote  Child  Health  Month 
with  activities  in  their  workplace,  schools  and 
communities.”  □ 


CAPSULES 


Randolph  D.  MD^  Orangeburg^  a former  SCMA  president  and  currently  a number  of  AMA 

Board  of  IVustees^hasbeen  appointed  by  the  AMA  to  the  Joint  Commlisslon  on  Accreditation  of  H^lthcare. 
Organizations*  He  will  replace  outgoing  commissioner  Nancy  W*Didrey^MD*  ,,  ' V ^ 

V'  ■■''y /,'//  ' 

Larry  R,  Faalkmr,  MD,  has  been  named  Vice  President  for  Medical  Affairs  of  the  University  of  South  Car^i 

otina  and  Dean  of  the  Scimol  of  Medidne  * Dr>  Faulkner  has  served  as  intenm  dean  dnee  Mardh  1, 1994*  A 

' A A' A 

Harold  W,  Sartfordfjr.,  MD,  of  Union;,  and  Samuel E*  Wood,  MD,  of  Walterboro»  have  been  named  asfdlpws 
of  the  American  College  of  Radiology  (ACR),The  announceuamts  wwemade  during  the  ACK  annuid  mie^r 
ing  held  September  9-13, 1^5,  in  Bodon,  MA. 


Tbmmy  B*  Griffitt,  MD,  Spartanburg,  has  won  a compiimoitary  two-n^t  stay  at  the  Omni  Hotel  at  Chailestoa 
Place*  Htsname  was  entered  in  a drawing  for  this  prize  when  he  returned  a survey  form  mailed  by  theCME 
Departments  of  MUSC  and  the  USC  School  of  Medicine,  in  cooperation  with  the  SCMA,  to  550  rediH^te 
of  CME  credits  at  the  15^5  SCMA  Annual  Sdentiftc  Assembly. 
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RESPONDING  TO  CHILD  MALTREATMENT 

SUSAN  BREELAND  RYAN,  M.  D.* 


Child  abuse  and  neglect  have  been  around 
since  the  earliest  recorded  time.  The  form  and 
manner  of  child  abuse  have  changed  some- 
what, but  the  sad  fact  of  child  abuse  persists. 
Historically,  outright  infanticide  was  prac- 
ticed as  a matter  of  course  in  selected  situa- 
tions, as  with  a firstborn  female  child  or  a 
deformed  infant.  Later,  child  abandonment 
became  quite  common,  and  it  was  not  at  all 
unusual  to  give  one’s  children  over  to  a “wet 
nurse”  until  the  children  were  old  enough  to 
return  and  work  in  the  fields — about  three  or 
four  years  old.  With  the  Industrial  Revolu- 
tion, children  became  valuable  income-pro- 
ducing property,  and  were  put  to  work  by  the 
thousands  in  conditions  which  most  adults 
would  not  tolerate  today. 

It  was  not  until  the  late  1800s  that  the  first 
case  of  child  abuse  was  prosecuted  in  the 
United  States.  The  child  was  a 12-year-old  in 
New  York  City  who  had  been  informally 
adopted  as  a baby  and  was  severely  neglected 
and  physically  abused  for  years  before  she 
came  to  public  attention.  At  that  time,  no 
laws  existed  in  this  country  regarding  child 
maltreatment,  although  there  was  extensive 
regulation  of  animal  treatment,  since  animals 
were  vital  to  survival  and  commerce.  The 
New  York  Society  for  the  Prevention  of  Cru- 
elty to  Animals  succeeded  in  having  the  child 
removed  from  the  home.  Shortly  thereafter, 
laws  were  passed  in  every  state  limiting  the 
manner  in  which  children  could  be  handled. 

The  maltreatment  of  children  has  become  a 
problem  of  staggering  dimension  in  South 
Carolina.  During  1994,  well  over  20,000 
reports  of  suspected  child  abuse  or  neglect 
were  made  to  the  Department  of  Social  Ser- 
vices (DSS).  Of  these,  30  percent  were 
“founded”  eases,  meaning  that  sufficient  evi- 
dence was  found  to  substantiate  the  report 

*Abuse  Recovery  Center,  1800  Colonial  Drive, 
Columbia,  SC  29202. 


and  that  the  case  fell  within  guidelines  for 
DSS  involvement.  Our  state  experience 
reflects  that  of  the  nation  as  a whole. 

Child  maltreatment  can  be  broken  down 
into  five  broad  groups: 

1 . Physical  abuse,  ranging  from  overly-aggres- 
sive  disciplinary  measures  to  fatal  assault. 

2.  Physical  neglect,  which  is  the  intentional 
withholding  of  one  or  more  of  the  necessities 
of  life,  such  as  food,  clothing,  shelter  or  med- 
ical care. 

3.  Emotional  abuse,  which  may  range  from 
covert  acts  of  failure  to  provide  a supportive 
and  nurturing  environment  to  overt  acts  such  as 
belittling  the  child  or  making  specific  threats 
against  the  life  of  the  child  or  a loved  one. 

4.  Sexual  abuse,  which  is  the  use  of  a child 
for  sexual  pleasure.  This  may  include  inter- 
course, fondling,  pornographic  photography, 
exhibitionism,  or  other  sexual  activities. 

5.  Institutional  abuse,  which  is  any  of  the 
preceding  forms  of  abuse,  when  it  occurs  in 
an  institution,  such  as  a daycare  or  chronic 
medical  care  facility. 

RECOGNIZING  CHILD  MALTREAT- 
MENT 

Surprisingly,  medical  personnel  often  are 
poorly  trained  in  recognition  of  the  physical 
and  behavioral  signs  of  abuse  and  neglect, 
and  ill-prepared  to  brave  the  winds  of  the 
“system”  once  a report  is  made. 

Physical  findings  which  should  arouse  sus- 
picion include: 

• Bruising  in  unusual  areas  or  patterns.  The 
majority  of  accidental  bruises  in  children  are 
located  in  bony  prominent  portions  of  the 
body.  A concentration  of  bruises  in  more  pro- 
tected areas,  sueh  as  the  buttocks,  warrants 
careful  consideration  as  to  the  origin. 

• Injuries  which  do  not  fit  the  history. 

• Repeated  injuries,  or  a history  of  “clumsi- 
ness” or  “easy  bruising.” 
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• Epiphyseal  fractures. 

• Any  fracture  in  a child  under  two  years  old. 

• Retinal  hemorrhages. 

• Unusual  vaginal  or  penile  discharges. 

• Diagnosis  of  a sexually  transmitted  disease. 

• Nonorganie  failure  to  thrive. 

Behaviors  which  may  indicate  abuse  or 
neglect  include; 

• Any  behavior  which  is  at  an  extreme  for  the 
child’s  age,  whether  excessive  passivity, 
fearfulness  or  hostility. 

• Sexually  aggressive  behavior. 

• Role  reversal,  with  the  child  assuming  an 
adult  role  beyond  what  is  age-appropriate. 

• A statement  made  by  a child,  or  by  a wit- 
ness, that  abu.se  has  taken  place. 

• A sudden,  unexplained  change  in  a child’s 
behavior. 

• “Doctor-shopping”  by  parents. 

For  physicians,  the  most  difficult  step  in  rec- 
ognizing child  maltreatment  is  the  ability  to 
entertain  the  notion  that  people  sometimes  do 
not  tell  the  truth.  For  the  most  part,  we  are 
trained  and  encouraged  to  believe  what  we  aie 
told.  Indeed,  most  people  seeking  medical  care 
are  quite  truthful,  since  their  health  or  very 
lives  depend  on  our  having  an  accurate  picture 
of  what  has  been  happening  with  them.  In 
child  abuse,  there  is  often  strong  incentive  not 
to  tell  the  truth.  It  is  imperative  that  the  physi- 
cian objectively  compare  a child’s  injuries  to 
the  history,  taking  into  account: 

• The  child’s  developmental  age.  For  instance, 
a history  that  a four-month-old  walked  off 
the  front  porch  and  broke  his  leg  is  not 
believable  from  a developmental  standpoint. 

• The  location  of  the  injury. 

• The  severity  of  the  injury. 

• The  pattern  or  shape  of  the  injury. 

• The  age  of  the  injury.  For  example,  an  obvi- 
ously fresh  red-blue  bruise  explained  as  hav- 
ing happened  two  weeks  ago  should  evoke 
suspicion  that  the  history  is  not  accurate. 
Having  decided  that  an  injui7  is  suspicious 

for  abuse,  or  having  suspicion  of  sexual  abuse 
or  neglect,  the  practitioner  must  then  report  his 
concerns.  Generally,  if  the  abuser  is  thought  to 
be  a parent  or  caregiver,  the  local  county  DSS 


should  receive  the  report.  If  the  suspected 
abuser  is  not  a parent  or  caregiver,  the  local 
law  enforcement  agency  is  responsible  for 
investigation.  If  in  doubt,  the  local  DSS  office 
can  provide  guidance  in  reporting. 

thp:  multidisciplinary  approach 

One  of  the  more  significant  advances  in  man- 
agement of  cases  of  suspected  child  abuse  in 
recent  years  has  been  the  development  of  the 
multidisciplinary  approach  to  investigation. 
Physicians  and  other  medical  providers  are  a 
vital  part  of  the  multi-disciplinary  team, 
which  includes  social  services,  law  enforce- 
ment, mental  health  and  other  agencies. 
Physician  responsibilities  include: 

• Being  knowledgeable  about  physical  and 
behavioral  indicators  of  abuse  and  neglect. 

• Reporting  suspected  abuse  or  neglect  to  the 
proper  social  service  or  law  enforcement 
agency.  The  South  Carolina  Child  Protec- 
tion Act  requires  that  any  physician,  nurse, 
or  other  medical  care  provider  “having  rea- 
son to  believe”  that  a child  has  been,  or 
may  be,  abused  must  report  his  concerns. 

• Assisting  investigators  in  interpretation  of 
medical  information  as  it  relates  to  the 
question  of  abuse  or  neglect. 

• Participating  in  the  judicial  system. 

• Treating  injuries  or  illness  resulting  from 
abuse  or  neglect. 

• Providing  psychosocial  support  for  the 
child  and  family. 

• Maintaining  objectivity.  Rarely  is  it  the 
physician’s  role  to  determine  who  is 
responsible  for  the  abuse  or  neglect. 

• Documenting  physical  findings,  history,  state- 
ments and  any  other  pertinent  infonnation. 

CONCLUSION 

Significant  inroads  have  been  made  toward 
identifying,  treating  and  preventing  the  vari- 
ous forms  of  child  maltreatment.  It  is  crucial 
that  physicians  and  other  medical  practition- 
ers approach  this  problem  as  a serious  threat 
to  the  physical  and  emotional  well-being  of 
South  Carolina’s  most  precious  natural 
resource,  its  children.  □ 
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ELDER  ABUSE 


G.  PAUL  ELEAZER,  M.  D.* 


"Abuse,  like  beauty,  is  in  the  eye  of  the  beholder. 
— J.  Callahan 


The  South  Carolina  Omnibus  Adult  Protection 
Act  of  1990'  included  a provision  that  man- 
dates reporting  of  elder  abuse  by  physicians. 
The  penalties  for  failure  to  report  include  up 
to  one  year  in  jail  and  a fine  of  up  to 
$2,500.00.  The  mandatory  reporting  require- 
ments and  significant  penalties  for  failure  to 
report  reemphasize  the  importance  of  correct 
identification  and  reporting  of  elder  abuse. 

THE  HISTORICAL  PERSPECTIVE 

Elder  abuse  has  been  present  presumably 
since  antiquity.  Records  from  the  19th  centu- 
ry have  shown  elder  abuse  at  that  time,  par- 
ticularly in  cases  where  three  generations 
were  living  together.  More  recently,  attention 
to  elder  abuse  was  highlighted  when  the  Unit- 
ed States  House  Select  Committee  On  Aging 
brought  elder  abuse  to  the  forefront  in  1980- 
1981.^  Findings  of  this  committee  included 
the  following: 

1.  Four  percent  of  community  dwelling 
elders  are  abused. 

2.  Family  members  are  usually  the  abusers. 

3.  Elder  abuse  crosses  ethnic  and  socioeco- 
nomic barriers. 

Research  has  shown  typical  characteristics 
of  both  victims  and  abusers.  Older  studies 
showed  that  victims  are  more  likely  to  be 
female,  have  some  degree  of  dementia,  be 
dependent  on  a single  caregiver,  be  socially 
isolated,  and  have  difficult  behaviors  (para- 
noia, belligerence,  wandering,  insomnia, 
etc.),  although  more  recent  studies  have  chal- 
lenged these  findings.^ 

Characteristics  of  abusers  have  also  been 
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defined.-’  Common  characteristics  often 
include  substance  abuse  and  alcoholism  and  a 
prior  history  of  abusive  behavior.  Solo  care- 
givers are  more  likely  to  be  abusive  and  have 
a heavy  burden  of  care.  Often  this  burden  of 
care  has  been  prolonged  or  extremely  heavy. 
This  latter  fact  is  important  for  prevention 
since  availability  of  community  based  ser- 
vices may  help  prevent  elder  abuse. 

A number  of  different  types  of  elder  abuse 
and  neglect  have  been  described.  Physical 
abuse  is  generally  less  common  than  other 
forms  but  is  devastating  to  the  elder.  Physical 
abuse  may  involve  slapping,  hitting,  burning, 
beating  or  sexual  assault.  Physical  neglect  is 
one  of  the  more  common  forms  of  elder 
abuse  and  may  be  related  at  times  to  poor 
caregiver  education.  Physical  neglect 
includes  not  providing  food,  water,  medica- 
tions or  clothing.  Elders  also  need  adequate 
heating,  cooling  and  assistive  devices  such  as 
eye  glasses,  dentures,  hearing  aids  and  walk- 
ing canes  and  denying  these  may  constitute 
neglect.  Psychological  abuse  may  include 
threats,  insults,  harassment,  harsh  orders, 
withholding  of  affection,  and  behavior 
designed  to  increase  social  isolation  (denying 
visitors,  travel,  attendance  at  church,  etc.). 
Material  or  financial  abuse  and  exploitation 
is  a common  problem  and  may  pre-stage 
other  forms  of  abuse.  Stealing  pension  checks 
or  not  using  funds  for  the  support  of  the  elder, 
inappropriate  use  of  the  elder’s  home,  car  or 
other  personal  property  may  qualify  as  finan- 
cial abuse  or  exploitation. 

IDENTIFYING  ABUSE 

Table  1 outlines  some  of  the  typical  signs  of 
abuse  for  each  of  the  categories  above.  In 
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I.  Sibils  of  Possible  Physical  Abuse 

(A)  Bruises 

1.  Multiple 

2.  Variable  color  (Age) 

3.  In  the  shape  of  as  striking  object 

4.  On  ankles  and  wrists 

5.  Inner  aspects  of  arms  or  thighs 

(B)  Welts 

(C)  Fractures/dislocations 

(D)  Lacerations 

(E)  Burns 

(F)  Overmedication 

(G)  Genital/rectal  pain  or  itching,  bleeding 

(H)  Sexually  transmitted  diseases 

II.  Signs  of  Possible  Physical  Neglect 

( A ) Poor  hygiene 

(B)  Malnutrition 

(C)  Dehydration 

(D)  Decubitus  ulcers 


(H)  Decayed  teeth 

(F)  Broken  eye  glasscs/hearing  aids/walking 
canes,  etc. 

(G)  Inadequate  cooling  or  heating 

III.  ,Signs  of  Possible  Psychologic  Abuse 

(A)  Low  self-esteem 

(B)  Anxiety 

(C)  Withdrawal 

(D)  Depression 

(E)  Confusion 

(F)  Mood  swings 

IV.  Signs  of  Possible  Financial  Abuse  and 
Exploitation 

(A)  Inadequate  funds  for  medications  and  services 

(B)  Caregiver  inappropriately  concerned  with 
costs 

(C)  Unpaid  bills 

(D)  Inability  of  the  caregiver  to  account  for 
expenditures 


addition,  there  may  be  general  clues  that  an 
abusive  situation  exists.  Significant  delays  in 
seeking  medical  treatment,  frequent  emergen- 
cy department  visits  or  frequent  office  visits 
are  reasons  to  become  suspicious.  Unex- 
plained trauma,  failure  to  thrive,  non-compli- 
ance with  medications  may  all  be  markers  of 
an  abusive  situation.  Unusual  interactions 
with  caregivers  including  the  patient  caregiv- 
er being  fearful,  conflicting  accounts  as  to  a 
mode  of  injury,  caregiver  anger  and  indiffer- 
ence to  the  patient,  or  the  caregiver  denying 
privacy  for  the  examination  are  all  suggestive 
of  an  abusive  situation. 

The  physical  examination  is  often  revealing 
in  evaluating  cases  of  physical  abuse  and 
physical  neglect.  Signs  of  physical  abuse  may 
be  bruises,  especially  if  in  unusual  places 
such  as  the  inner  aspects  of  the  arms  or 
thighs,  or  soles  of  the  feet.  Multiple  bruises 
that  are  clustered  and  of  various  ages  (judged 
by  color)  may  also  be  a clue.  The  shape  of  a 
bruise  may  mimic  a striking  object  (for  exam- 
ple, a hair  brush).  Ankle  and  wrist  bruises 
may  be  from  restraints.  Welts  from  coat  hang- 
ers or  belt  whipping  may  be  present  if 
received  within  a matter  of  hours  prior  to 
hours  of  examination.  Eractures  and  disloca- 


tions should  raise  concern,  especially  when 
the  history  is  incompatible  with  the  injury. 
Unusual  lacerations,  burns  in  unusual  loca- 
tions or  in  the  shape  of  a cigarette,  genital  or 
rectal  pain,  bleeding  or  sexually  transmitted 
diseases  may  all  be  marks  of  physical  abuse. 
Overmedication  can  be  another  sign  of  abuse 
while  undermedication  may  indicate  neglect. 

Physical  neglect  may  be  intentional  or 
unintentional.  Signs  of  physical  neglect  may 
include  poor  hygiene,  malnutrition,  dehydra- 
tion, pressure  sores,  decayed  teeth,  broken 
eye  glasses  or  other  adaptive  equipment. 
Overgrown  nails  and  unkempt  hair  may  also 
be  markers.  The  patient  who  presents  with 
hypothermia  in  winter  or  hyperthermia  in 
summer  may  have  had  neglect  due  to  lack  of 
appropriate  heating  or  cooling  in  the  home 
and  this  may  be  a mark  of  physical  neglect. 
Sometimes  caregivers  try  to  keep  a frail  per- 
son at  home,  beyond  their  capability  to  pro- 
vide care.  This  may  fall  under  the  promise 
made  to  “Never  put  momma  in  a nursing 
home.”  Such  families  are  especially  in  need 
of  physician  support  to  either  have  services 
supplied  in  the  home  or  to  proceed  with  nurs- 
ing home  placement. 

Psychological  abuse  may  be  more  difficult 
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to  identify  but  is  suggested  by  low  self- 
esteem, anxiety,  withdrawal,  depression,  con- 
fusion and  mood  swings.  Material/financial 
abuse  and  exploitation  is  relatively  common 
and  may  be  delineated  through  the  history.  Be 
suspicious  of  financial  abuse  when  there  are 
inadequate  funds  for  medications,  services,  or 
when  the  caregiver  seems  inappropriately 
concerned  with  costs.  Multiple  unpaid  bills 
and  an  inability  for  the  caregiver  to  account 
for  expenditures  of  the  patient’s  pension 
check  are  clues  which  an  office  manager, 
social  worker,  or  financial  counselor  may 
detect  and  subsequently  report  to  the  physi- 
cian. 

REPORTING 

The  Omnibus  Adult  Protection  Act  of  1990 
requires  physicians  to  report  suspected  abuse 
by  telephone  or  in  writing  within  24  hours  or 
one  business  day  to  the  Long  Term  Care 
Ombudsman  Program  for  incidents  occumng 
in  facilities  and  to  the  Adult  Protective  Ser- 
vices Program  for  incidents  occurring  in  all 
other  settings.  In  cases  of  emergency,  law 
enforcement  must  also  be  contacted.'  Penal- 
ties include  up  to  one  year  in  jail  and/or  a fine 
of  up  to  $2,500.00. 

TREATMENT 

Treatment  varies  depending  on  the  nature  of 
the  abuse  and  availability  of  other  resources 
to  assist  in  stopping  the  abuse.  For  physical 
abuse,  the  patient’s  safety  must  be  assured 
promptly.  The  physician  is  required  to  report 
abuse  to  appropriate  authorities  (Adult  Pro- 
tective Services  Division  of  the  Department 
of  Social  Services;  Law  Enforcement).  Often 
patients  will  be  temporarily  placed  in  the 
acute  care  setting,  other  institutional  settings, 
or  with  a different  caregiver.  With  less  serious 
forms  of  abuse,  there  may  be  less  urgency 
and  more  time  for  other  interventions.  Family 
interventions  include  counseling.  Job  training, 
treatment  for  alcohol  and  drug  abuse,  and 
family  therapy.  In  cases  of  neglect,  family 
education  may  be  adequate  while  in  other 
cases  additional  supportive  services  in  the 


home  will  be  required  to  meet  the  needs  of 
the  elder.  Community  based  services  such  as 
personal  care  aides,  sitter  services,  meals  on 
wheels,  etc.  can  make  a difference  in  a situa- 
tion that  is  either  neglectful  or  bordering  on 
neglectful.  The  availability  of  community 
based  services  is  important  and  is  an  area  in 
need  of  expansion  in  South  Carolina.  In  some 
cases,  adequate  in-home  support  is  not  avail- 
able and  the  elder  must  be  institutionalized. 
Financial  or  material  abuse  can  be  addressed 
by  appointment  of  a Guardian  Ad  Litem  and 
is  often  handled  through  the  Adult  Protective 
Services  Department  of  the  South  Carolina 
Department  of  Social  Services. 

PREVENTION 

Prevention  of  elder  abuse  includes  mainte- 
nance of  close  social  ties  with  relatives  and 
friends  in  a support  network  to  help  when  an 
elderly  person  becomes  more  frail.  Accessing 
support  services  such  as  chore  services, 
housekeeping,  home  delivered  meals,  senior 
recreation,  adult  day  care,  respite  care  and 
transportation  assistance  are  all  appropriate 
methods  of  preventing  the  caregiver  burnout 
which  contributes  to  abusive  situations. 
Elders  should  avoid  living  with  persons  with 
a background  of  violent  behavior,  alcohol  or 
drug  abuse.  Older  persons  should  also  be 
encouraged  to  refuse  to  sign  any  documents 
unless  someone  they  trust  has  reviewed  them. 
Prevention  from  a statewide  planning  per- 
spective should  include  public  awareness  pro- 
grams as  well  as  improved  caregiver  support 


KEY  POINTS  REGARDING  ELDER  ABUSE 

• Elder  abuse  is  relatively  common  but  overlooked;  a 
high  index  of  suspicion  is  warranted. 

• Physicians  are  required  under  penalty  of  law  to 
report  elder  abuse. 

• Treatment  for  and  prevention  of  elder  abuse  are 
available. 

• Report  suspected  abuse  to  your  local  adult  protec- 
tive services  office,  or  law  enforcement  agency,  or 
long  term  care  Ombudsman’s  office. 
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through  expanded  eoiiimunity  based  serviees 
olTered  through  eommunity  long  term  eare, 
the  Coimeils  on  Aging.  DHEC,  private  long 
term  eare  providers,  and  others. 

FURTHER  RFAI)IN(; 

A reeent  detailed  review  artiele  by  l.aehs  and 
Pillemer  is  an  exeellent  resouree  lor  physi- 
eians  and  others  interested  in  this  subjeet.^ 

CONCLUSIONS 

Elder  abuse  is  a eommon  problem  and  will 
become  more  eommon  as  our  population 
ages.  Physicians  are  required  under  penalty  of 


law  to  identify  and  report  elder  abuse  in 
South  Carolina.  Physicians  should  become 
familiar  with  the  .symptoms  and  signs  of  elder 
abuse  and  appropriate  means  of  reporting  and 
helping  patients  and  their  caregivers  to  pre- 
vent and  treat  this  syndrome.  D 
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THE  ARMY  RESERVE  OFFERS  UNIQUE  AND 
REWARDING  EXPERIENCES. 


As  a medical  officer  in  the  Army  Reserve  you  will  be  offered  a 
variety  of  challenges  and  rewards.  You  will  also  have  a unique 
array  of  advantages  that  will  add  a new  dimension  to  your 
civilian  career,  such  as: 

• special  training  programs 

• advanced  casualty  care 

• advanced  trauma  life  support 

• flight  medicine 

• continuing  medical  education  programs  and  conferences 

• physician  networking 

• attractive  retirement  benefits 

• change  of  pace 

It  could  be  to  your  advantage  to  find  out  how  well  the  Army 
Reserve  will  treat  you  for  a small  amount  of  your  time.  An  Army 
Reserve  Medical  Counselor  can  tell  you  more,  call  collect : 


(803)  741-1856  or  (803)  741-1857 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE: 
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DOMESTIC  VIOLENCE: 

IMPACT  ON  PSYCHIATRIC  MEDICINE 

PETER  L.  OWENS,  M.  D.* 


It  is  gratifying  to  see  the  SCMA  devote  an 
entire  issue  to  the  problem  of  family  violence. 
As  physicians,  we  are  in  a unique  position  to 
play  a key  role  in  decreasing  the  morbidity 
and  mortality  of  this  syndrome.  The  figures 
defining  family  violence  in  our  country  are 
horrifying,  and  most  physicians  are  unaware 
of  their  magnitude.  Approximately  eight  to 
12  million  women  in  the  United  States  are  at 
risk  of  being  abused  by  their  current  or  for- 
mer partners.'  Almost  3.5  million  children 
between  the  ages  of  three  and  1 7 are  at  risk  of 
being  abused  by  parents;  20  percent  of  all 
children  are  abused  before  they  reach  adult- 
hood.^ For  the  purposes  of  this  article,  I have 
chosen  to  narrow  the  focus  to  domestic  vio- 
lence or  spousal  abuse. 

Over  the  last  seven  to  eight  years,  patients 
who  have  suffered  from  domestic  violence  or 
who  have  a history  of  sexual  or  verbal  abuse 
have  been  referred  to  me  in  increasing  num- 
bers. As  we  focus  on  preventive  mental  and 
medical  care,  these  figures  provide  extra 
incentive  for  us  as  physicians  to  become  more 
aware  of  our  patients’  suffering  and  of  the  role 
we  might  play  in  lowering  costs — physical, 
psychological,  social,  and  economic — result- 
ing from  such  violence.  This  article  attempts 
to  provide  an  overview  of  the  scope  of  domes- 
tic violence,  describe  psychiatric  symptoms 
that  aid  in  the  identification  of  victims,  and 
discuss  interventions  open  to  physicians. 

DEFINITIONS 

Domestic  violence  is  part  of  a larger  syn- 
drome of  family  violence  that  also  includes 
child  abuse  and  elder  abuse.  Spouse  abuse 
will  be  defined  as  “a  pattern  of  coercive 
behavior  marked  by  physical,  emotional,  sex- 
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ual,  psychological  and  economic  intimidation 
used  to  maintain  power  and  control.”'  A 
spouse  is  further  defined  as  a current  or  for- 
mer partner  or  anyone  with  whom  the  abused 
patient  has  or  has  had  an  intimate  or  romantic 
relationship. 

EPIDEMIOLOGY 

Approximately  3.8  million  women  are  abused 
each  year  in  our  country.  The  FBI  estimates  a 
woman  is  abused  every  1 8 seconds  and  that  a 
female  dies  from  domestic  violence  every  six 
hours.  Whereas  about  six  percent  of  all  mur- 
ders of  males  are  committed  by  a mate, 
between  30  and  50  percent  of  all  murders  of 
females  are  committed  by  their  spouses.  Wife 
beating  causes  more  injuries  in  females  than 
do  motor  vehicle  accidents  and  muggings 
combined.  The  overall  estimated  health  care 
cost  of  domestic  violence  is  between  three 
and  five  billion  dollars  per  year.^ 

HISTORICAL  PERSPECTIVE 

Domestic  violence  has  been  a characteristic 
of  many  civilizations.  A group  of  pale- 
opathologists  recently  compared  the  number 
of  fractures  in  Egyptian  mummies  and  found 
that  30  to  50  percent  of  female  mummies  had 
fractures,  while  fractures  were  evident  in  only 
nine  to  20  percent  of  male  mummies.  The 
most  common  fracture  among  female  mum- 
mies was  that  of  the  skull.'  The  similarities  of 
the  percentages  in  this  paragraph  and  the  one 
above  are  striking. 

Most  laws  and  statutes  in  the  United  States 
were  adopted  from  English  Common  Law 
where  one  can  find  this  statement:  “Wife 
beating  is  permitted  only  for  the  purpose  of 
correcting  behavior  deemed  inappropriate  by 
the  husband.”  In  the  1600s  Pennsylvania 
adopted  the  Rule  of  Thumb  law:  “Wife  beat- 
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thumb,  and  is  prohibited  on  Sundays  and  after 
1 {):()()  p.m.”’  English  Common  Law  further 
defined  the  role  of  women  in  marriage.  A 
woman  eould  neither  own  property  nor  sign 
eontraets.  She  eould  not  even  own  the  wages 
that  she  might  earn.  She  eould  not  vote,  and, 
as  sLieh,  had  no  legal  standing.  Her  legal  exis- 
tenee  was  merged  with  that  of  her  husband.^ 
Our  soeio-eultural  perspeetive  on  domestie 
violenee  has  its  roots  in  this  mentality. 

RISK  EAC TORS  FOR  DOMESTIC 
VIOLENCE 

Understanding  the  variables  associated  with 
increased  risk  for  domestic  violence  may  help 
physicians  identify  these  patients.  A recent 
study  reviewed  52  research  articles  and  eval- 
uated 42  separate  variables  for  increased  risk 
of  being  abused,  and  the  most  common  risk 
factor  was  having  been  abused  as  a child,  or, 
as  a child,  having  witnessed  abuse. ^ Having 
been  sexually  molested  increases  the  risk  30 
to  60  percent  that  the  person  will  grow  up  to 
be  an  abuser  or  victim.  Pregnancy  is  a com- 
mon risk  factor  for  women,  as  is  alcoholism; 
female  alcoholics  have  a 45  percent  likeli- 
hood of  being  assaulted.^  In  addition,  sub- 
stance abuse,  social  isolation,  unemployment, 
and  overcrowding  can  each  increase  risk. 

These  factors  keep  the  abused  patient 
locked  into  potentially  dangerous  pathologic 
situations.  One’s  self-confidence  and  self- 
esteem are  profoundly  damaged  by  abuse. 
One’s  ability  to  adapt  to  and  deal  with  con- 
flict in  interpersonal  relationships  is  colored 
by  these  patterns.  Women  often  persist  in 
dangerous  situations  out  of  concern  for  their 
children,  for  financial  reasons,  and  out  of  reli- 
gious belief  that  they  married  for  better  or 
worse.  They  may  also  stay  because  of  love. 
Often,  they  stay  because  of  a very  real  sense 
of  danger:  the  perpetrator  threatens  either  to 
kill  them  or  to  kill  their  children.  Women 
even  blame  themselves  as  the  cause  for 
abuse.  One  of  my  patients  recently  said,  “If  I 
hadn’t  burned  the  beans,  he  wouldn’t  have  hit 
me.” 


A retrospective  study  of  107  abuse  victims  in 
a large  metropolitan  hospital  found  that  only 
five  percent  of  cases  were  identified  as  abuse 
by  physicians.  In  another  study,  emergency 
room  physicians  estimated  that  approximately 
one  in  35  patients  presents  to  the  emergency 
room  with  signs,  symptoms,  and/or  sequelae 
of  domestic  violenee;  yet  most  studies  on  this 
subject  have  found  the  incidence  to  be  closer 
to  one  in  four.'* 

Physicians  refer  patients  for  psychiatric 
consultation  in  only  four  percent  of  cases  and 
utilize  social  services  referral  in  only  eight 
percent  of  identified  cases  of  domestic  vio- 
lence.^ These  figures  are  probably  representa- 
tive of  the  overall  level  of  physician  aware- 
ness of  the  extent  of  domestic  violence. 
Statistics  like  these  have  led  the  American 
Medical  Association  to  define  domestic  vio- 
lence as  a major  health  problem  and  to  estab- 
lish an  educational  program  on  this  topic. 

There  is,  then,  a general  lack  of  awareness 
as  to  the  prevalence  and  seriousness  of  this 
problem.  But  other  societal  and  personal  atti- 
tudes on  the  part  of  the  physician  may  affect 
the  physician’s  reaction  to  patients  suffering 
from  domestic  violence.  Some  think,  incor- 
rectly, that  the  patient  brings  the  abuse  on 
herself;  others  believe  that  what  happens 
behind  closed  doors  is  the  business  only  of 
the  husband  and  wife.  We  are  often  confused 
and  angered  that  the  wife  will  not  leave. 

Some  physicians  have  a prior  history  of 
personal  abuse;  seeing  it  in  others  opens  old 
wounds.  The  more  like  the  physician  that  a 
patient  is,  both  culturally  and  socially,  the 
less  likely  the  physician  is  to  ask  questions. 
However,  the  number  one  reason  physicians 
are  reluctant  to  ask  patients  about  the  possi- 
bility of  abuse  is  time.  With  an  office  full  of 
patients  waiting  for  us,  we  tend  to  look  the 
other  way. 

CLINICAL  FINDINGS  AND  DIAGNO- 
SIS: PSYCHIATRIC  DISORDERS 

Approximately  25  percent  of  all  female  sui- 
cide attempts  occur  in  the  context  of  domestic 
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violence;  25  percent  of  all  women  using  psy- 
chiatric services  have  been  abused;  and  63 
percent  of  all  female  psychiatric  inpatients 
report  a history  of  physical  abuse.’  I believe 
any  patient  who  presents  with  symptoms  of 
depression  or  anxiety,  suicidal  behavior, 
symptoms  of  post-traumatic  stress  disorder, 
sleep  disturbances,  and/or  substance  abuse 
should  be  asked  about  a history  of  domestic 
violence.  When  patients  report  a history  of 
child  abuse  or  sexual  molestation,  physicians 
should  inquire  about  the  patient’s  own  poten- 
tial to  perpetrate  abuse,  especially  child 
abuse. 

Although  adult  patients  will  sometimes 
report  their  past  problems  with  abuse, 
younger  patients  often  do  not  know  what  is 
happening  to  them.  When  a child  comes  to 
our  offices,  he  or  she  may  not  be  able  verbal- 
ly to  describe  the  home  situation.  But  we  may 
find  indicators  of  an  abusive  home  situation 
in  delays  in  reaching  developmental  mile- 
stones, school  refusal,  separation  anxiety  dis- 
orders, behavioral  problems  with  aggression, 
sexual  promiscuity,  venereal  disease,  and 
early  pregnancy.*  Children  living  within  the 
abusive  home  may  also  present  with  major 
psychiatric  disorders.  Recent  data  associate 
the  positive  symptoms  of  schizophrenia  with 
childhood  physical  and  sexual  abuse.® 

These  patients  may  also  have  myriad 
hypochondriacal  complaints.  They  are  more 
prone  to  depression  and  to  anxiety  disorders 
such  as  post  traumatic  stress  disorder  or  panic 
attacks,  and  they  have  a greater  tendency  to 
abuse  alcohol  and  drugs.  Sleep  disturbances 
are  also  quite  common.' 

In  my  own  practice,  I now  ask  every  patient 
about  a history  of  current  or  past  trauma,  both 
sexual  and  physical.  There  are  often  no  overt 
signs,  and  I am  more  often  than  not  surprised 
by  positive  answers  and  a willingness  by 
patients  to  discuss  these  very  difficult  sub- 
jects. They  need  our  support  and  understand- 
ing. 

But  such  patients  can  be  frustrating  and  dis- 
concerting to  the  physician.  Sometimes 


patients’  emotions  are  communicated  indi- 
rectly because  they  feel  we  may  reject  them.  I 
believe  it  is  most  important  for  us  to  provide 
unconditional  support.  We  need  to  reframe 
the  “victim  role’’  and  make  it  a “survivor 
role.’’  We  must  be  willing  to  support  a patient 
who  takes  a long  time  to  make  a decision  to 
leave  a dysfunctional  marriage  and  dangerous 
situation. 

An  evaluation  for  underlying  psychiatric 
disorders  is  important,  as  is  ruling  out  the 
potential  for  suicide.  Referrals  for  psychiatric 
evaluation  and  possible  psychotherapy  should 
be  recommended.  It  is  also  useful  to  schedule 
a follow-up  interview  to  evaluate  further  both 
the  seriousness  of  the  situation  and  the 
patient’s  compliance  to  recommendations  for 
follow  up.’ 

In  addition  to  psychiatric  evaluations,  refer- 
rals to  social  service  agencies  may  be  in 
order.  Physicians  should  know  about  the  exis- 
tence of  women’s  shelters  in  their  communi- 
ties as  well  as  support  groups  for  patients 
who  have  been  abused.  Table  I provides  a list 
of  such  organizations;  Table  2 lists  reading 
material  physicians  can  recommend  to 
patients. 

SUMMARY 

The  1984  Attorney  General’s  Task  Force 
Report  on  Domestic  Violence  attested: 

Anyone  who  lives  in  a violent  home  experi- 
ences an  essential  loss.  The  one  place  on 
earth  where  they  should  feel  safe  and  secure 
has  become  a place  of  danger... the  shadow 
of  domestic  violence  has  fallen  across  their 
lives  and  they  are  forever  changed. 

One  report  states  that  the  victims  of  the 
erime  of  domestic  violence  include  “not  only 
the  people  who  die  from  injuries,  but  the  fam- 
ily members  who  daily  endure  the  psycholog- 
ical, emotional  and  spiritual  abuse  and  pass 
on  the  emotional  scars  and  violent  behavior 
to  one  generation  after  another.”'"  If  we  are  to 
stop  this  eycle  of  violence,  we  as  physicians 
must  step  forward  and  assume  our  personal 
and  professional  responsibilities.  □ 
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TABLE  1 

()R(;ani/ati()NAI,  resources  for 

MCTIMS  OF  ABUSE 

Resource 

I’elephone 

SC  Department  of  Health  (803)  253-6142 

& Human  Services 

Adult  Protection  Coordinating  Council 
P.O.  Box  8206 
Columbia,  SC  29202 

SC  Department  of  Mental  Health 
Community  Support  Programs 
2414  Bull  Street 
Columbia.  SC  29202 

(803) 734-7854 

SC  Department  of  Social  Services 
Division  of  Adult  Services 
Office  of  Children.  Family 
& Adult  Services 
P.  0.  Box  1520 
Columbia,  SC  29202-1520 

(803) 734-5670 

SC  Office  of  the  Governor 
Division  on  Aging 
202  Arbor  Lake  Drive 
Suite  301 

Columbia.  SC  29223 

(803) 737-7500 

SC  Office  of  the  Governor 
Division  of  Ombudsman 
& Citizens’  Service 
1205  Pendleton  Street 
Columbia.  SC  29201 

(803)734-0457 

TABLE  2 

SUGGESTED  READING 


1.  Gondolf  EW,  Fisher  ER.  Battered  Women  as  Sur- 
vivors: An  Alternative  to  Treating  Learned  Help- 
lessness. New  York:  Free  Press,  1988. 

2.  Statman  JB.  The  Battered  Woman’s  Survival 
Guide:  Breaking  the  Cycle.  Dallas:  Taylor  Pub- 
lishing. 1990. 
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BREAKING  THE  CYCLE  OE  VIOLENCE 


Last  year,  one  out  of  every  100  South  Car- 
olinians was  a victim  of  a violent  crime-rape, 
murder,  assault  or  armed  robbery.  Because  the 
problem  of  violent  crime  is  not  unique  to  our 
state,  the  U.  S.  Attorney’s  office  has  made 
violent  crime  a top  priority.  Often  times,  how- 
ever, when  most  people  think  of  criminals, 
they  envision  faceless  strangers.  Unfortunate- 
ly, most  of  the  frightening  and  harmful  vio- 
lence takes  place  at  home,  inside  the  family. 

In  1994,  the  South  Carolina  Department  of 
Social  Services  received  almost  22,000 
reported  cases  of  child  abuse  and  neglect, 
involving  over  49,000  children.  Three-quar- 
ters of  the  rapes,  murders,  and  aggravated 
assaults  were  committed  by  family  members 
and  acquaintances. 

Crimes  against  women  are  rising  at  a signif- 
icantly faster  rate  than  total  crime.  Nationally, 
an  estimated  700,000  rapes  are  committed  or 
attempted  every  year.  Three  to  four  million 
women  are  victims  of  family  violence,  and 
less  than  half  of  all  violent  crimes  against 
women  are  reported. 

To  fight  the  rising  tide  of  abuse  and  vio- 
lence and  to  protect  the  rights  of  victims. 
Congress  enacted  the  Violence  Against 
Women  Act  (VAWA)  as  part  of  the  1994 
Crime  Bill.  The  Act  makes  it  a federal 
offense  to  cross  state  lines  to  continue  abuse 
of  a fleeing  spouse  or  partner.  It  also  imposes 
tougher  penalties  for  perpetrators  of  sex 
crimes.  VAWA  also  authorizes  a substantial 
new  commitment  of  federal  resources — more 
than  $1.6  billion  during  the  next  six  years — 


for  police,  prosecution,  prevention,  and  vic- 
tim service  initiatives  in  cases  involving  vio- 
lence or  domestic  abuse. 

The  1994,  Crime  Bill  gives  victims  of  vio- 
lent crime  or  sexual  abuse  the  right  to  speak 
at  the  sentencing  of  their  assailants  in  federal 
court  and  prohibits  anyone  who  is  under  a 
restraining  order  for  domestic  abuse  from 
possessing  a firearm.  Additionally,  VAWA 
requires  sexual  offenders  to  pay  restitution  to 
their  victims,  requires  states  to  pay  for  rape 
examinations  and  authorizes  $1.5  million  for 
federal  victim-witness  counselors. 

Security  begins  at  home.  Children  must  feel 
safe  in  their  homes  and  mothers  must  raise 
their  children  in  safety.  As  a society,  we  must 
constantly  endeavor  to  improve  the  future  of 
our  children. 

Domestic  violence  is  a gigantic  web  that 
entraps  countless  generations  of  people.  It 
perpetrates  itself  when  children  grow  up 
watching  one  parent  beating  the  other  parent. 
This  cycle  of  violence  must  be  broken  before 
we  lose  yet  another  generation. 

Joseph  Preston  “Pete”  Strom,  Jr. 

U.  S.  Attorney 
District  of  South  Carolina 
1441  Main  Street,  Suite  500 
Columbia,  SC  29201 
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LET’S  FOCUS  ON  PREVENTION,  NOT  TREATMENT,  OF 
CHILD  ABUSE  AND  NEGLECT 


Many  of  us  in  (he  medical  field  are  experi- 
encing increasing  frustration  with  the  issue  of 
child  abuse  and  neglect.  Frequently  confront- 
ed with  evidence  or  allegations  of  abuse,  we 
valiantly  attempt  to  document  all  physical 
evidence  that  corresponds  with  the  complaint, 
and  then  provide  it  to  the  appropriate  agency. 
Our  practices  suffer  from  disruption,  as  we 
labor  to  perform  a complete  and  thorough 
evaluation,  and  then  are  called  upon  to  testify 
in  court.  Unfortunately,  the  resulting  inter- 
ventions to  which  our  patients  are  subjected 
too  often  appear  to  us  do  them  more  harm 
than  good.  Destruction  of  the  family,  disrup- 
tion of  support  structures  for  the  child,  and 
aggravation  for  the  health  care  provider  all 
too  often  appear  to  be  the  results  of  our  cur- 
rent approach  to  dealing  with  this  difficult 
problem. 

Our  experiences  in  health  care  with  child 
abuse  are  not  unique.  Twenty-five  years  ago, 
there  were  a total  of  60,000  reports  of  sus- 
pected child  maltreatment.  Five  years  ago  the 
number  of  reports  increased  to  three  million. 
Child  abuse  and  neglect  is  a growing  crisis  in 
this  country.  It’s  a crisis  that  the  country 
appears  inadequately  prepared  to  address 
with  an  appropriate  response.  As  the  U.  S. 
Advisory  Board  on  Child  Abuse  and  Neglect 
reports,  “the  system  that  is  intended  to  help 
and  protect  abused  and  neglected  children 
does  little  to  mitigate  the  nightmare.  Instead, 
of  emphasizing  prevention  of  maltreatment, 
America’s  child  protection  system  usually 
steps  in  when  damage  has  already  been  done. 
Instead  of  easing  tensions  within  families  and 
bringing  them  closer  together,  the  system  too 
often  exacerbates  those  tensions.  Instead  of 
helping  children,  the  system  tends  to  funnel 
children  into  a process  over  which  they  have 
no  control  and  that  doesn’t  necessarily  act  in 
their  best  interests.”' 

Indeed,  in  the  last  10  years  there  has  been  a 
growing  awareness  of  the  need  to  shift  our 


focus  away  from  the  treatment  of  child  abuse 
and  neglect  to  its  prevention. Many  profes- 
sionals feel  that  it  may  be  more  useful  and 
cost  effective  to  intervene,  especially  in  high 
risk  situations,  before  the  abuse  occurs.  Once 
actual  child  maltreatment  has  happened,  it 
can  be  extremely  difficult  to  rehabilitate  the 
family  involved."’  Health  care  providers  are 
uniquely  positioned  to  change  the  focus 
towards  the  provision  of  screening  and  pre- 
vention services  for  child  abuse.  No  other 
professionals  come  in  routine  contact  with  the 
majority  of  our  youngest  citizens  on  a regular 
basis. ^ 

The  Center  for  Youth  Research  at  the  Uni- 
versity of  Hawaii  sponsored  a gathering  of 
experts  from  around  the  country  to  discuss 
successful  prevention  programs  for  abuse  and 
neglect.  The  most  effective  programs 
appeared  to  have  a number  of  features  in 
common.  These  include  prevention  and  treat- 
ment services  that: 

• strengthen  family  and  community  sup- 
ports and  connections. 

• treat  parents  as  vital  contributors  to  their 
children’s  growth  and  development. 

• create  opportunities  for  parents  to  feel 
empowered  to  act  on  their  own  behalf. 

• respect  the  integrity  of  the  family  unit  and 
serve  it  holistically. 

• enhance  parents’  capabilities  to  foster  the 
optimal  development  of  their  children  and 
themselves. 

• establish  linkages  with  community  sup- 
port systems. 

• provide  settings  where  parents  and  chil- 
dren can  gather,  interact,  support,  and 
learn  from  each  other. 

• enhance  coordination  and  integration  of 
services  needed  by  families. 

• enhance  community  awareness  of  the 
importance  of  health  parenting  practices. 

• provide  emergency  support  for  parents 
day  and  night  when  they  needed  help.* 
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The  U.  S.  Advisory  Board  on  Child  Abuse 
and  Negleet  suggests  several  specifie  ways 
we  can  develop  effective  family  support 
structures.  Voluntary  home  visiting  for  all 
expectant  and  new  parents,  substance  abuse 
treatment  programs,  parent  education  pro- 
grams focusing  on  the  healthy  development 
of  children,  and  respite  care  programs,  partic- 
ularly for  parents  with  fragile  or  nonexistent 
natural  support  systems,  are  all  rational  meth- 
ods for  reducing  child  neglect  and  abuse.'' 

Diagnosis  and  treatment  of  domestic  abuse 
have  limited  effectiveness.  Together,  we  as 
health  professionals  have  an  obligation  to 
work  more  effectively  by  concentrating  on 
prevention.  An  emphasis  on  supporting  fami- 
lies so  that  they  can  effectively  provide  the 
love  and  nurturing  that  all  children  require 
will  reap  extensive  rewards  in  our  quest  to 
prevent  child  maltreatment. 

Francis  S.  Rushton,  Jr.,  M.  D. 

130  S.  Ribaut  Road 

Beaufort,  SC  29902 
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FAMILY  VIOLENCE 

“And  Cain  talked  with  Ahel  his  brother:  and  it  eanie  to  pass,  when  they  were  in  the  field,  that 
Cain  rose  up  ayainst  Ahel  his  brother,  and  slew  him.  ” 

— Genesis  4:8 


This  terse  statement  from  the  book  of  Gene- 
sis is  the  first  recorded  account  of  family  vio- 
lence between  family  members,  and  a prime 
example  of  sibling  rivalry  gone  amok.  Unfor- 
tunately, there  was  little  further  publicity  on 
this  subject  for  several  millennia. 

It  is  reasonable  that  in  the  days  and  years  of 
settling  and  developing  a new  country — a 
period  marked  by  individualism  and  self  suf- 
ticiency — family  violence,  if  it  occurred  and 
it  almost  certainly  did,  was  “not  talked 
about.”  Abuse  thrives  in  the  shadows  of  pri- 
vacy and  secrecy.  It  lives  by  inattention. 
Those  who  have  protected  themselves  from 
being  witness  to  it  have  at  the  same  time  pro- 
tected the  practice  and  have  thus  been  a party 


to  it.  The  evolution  of  a social  conscience 
along  with  technical  advances  such  as  x-ray 
for  diagnosis  and  world  wide  media  for  distri- 
bution has  brought  this  horror  into  our  daily 
lives. 

The  “Stop  Hurting,  Start  Healing”  Cam- 
paign For  Violence-Free  Families  which  is 
being  spearheaded  by  the  South  Carolina 
Medical  Association  and  Alliance  is  designed 
to  educate  physicians  and  the  public  about  the 
prevalence  of  family  violence  and  suggest 
ways  to  prevent  it.  This  project  deserves  our 
total  support. 

Betty  Newsom 

The  Waring  Historical  Library 
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1995—96  SCMAA  HEALTH  PROMOTIONS 


The  SCMAA  will  assist  the  AMAA  in  a national  health  promotion  called  SAVE — Stop  Ameri- 
ca’s Violence  Everywhere — by  focusing  attention  on  this  pervasive  problem  that  exists  in 
homes,  schools,  streets  and  media.  Central  to  the  program  will  be  SAVE  Today,  held  annually  on 
the  second  Wednesday  of  October  to  emphasize  violence  prevention  in  communities  nationwide. 
Medical  alliances  throughout  South  Carolina  are  planning  awareness  activities  on  October  1 1 for 
SAVE  Today,  as  well  as  participating  in  the  SAVE  Program  year-round  to  meet  specific  local 
needs. 

Together,  the  SCMA  and  SCMAA  will  lead  a collaborative  effort  to  break  the  silence  of  family 
violence  through  the  SC  Coalition  For  Violence-Free  Families.  Through  this  campaign,  the 
SCMAA  plans  to  assist  in  the  development  of  a reference  book  citing  all  available  county-by- 
county  services  for  victims  of  family  violence.  By  educating  ourselves  and  the  public  about  the 
seriousness  and  prevalence  of  family  violence,  the  SCMAA  hopes  to  encourage  victims  of  abuse 
to  recognize  physicians  as  sources  of  help.  Consequently,  efforts  will  be  made  to  heighten  physi- 
cian awareness  to  the  signs  of  family  violence  and  abuse. 

During  the  1995-’96  year,  the  SCMAA  will  again  support  projects  that  emphasize  adolescent 
health.  Fifty  thousand  TEEN  DIRECT  LINE  CARDS,  listing  telephone  numbers  of  crisis  pre- 
vention services,  will  be  distributed  by  alliance  members  through  community  agencies,  organiza- 
tions, churches  and  schools.  To  assist  county  alliances  in  the  development  of  adolescent  pregnan- 
cy prevention  awareness,  Joy  Campbell,  Director  of  the  SC  Council  on  Adolescent  Pregnancy 
Prevention,  will  inform  the  SCMAA  membership  of  opportunities  and  available  resources  for 
community  project  implementation  during  the  Fall  Board  Workshop. 

For  the  second  year,  the  SCMAA  will  be  an  active  partner  in  the  Governor’s  Statewide  Immu- 
nization Outreach  Campaign.  Through  local  collaborations  and  community  projects,  the  SCMAA 
will  help  maintain  the  90  percent  immunization  rate  that  distinguished  South  Carolina  as  the 
national  leader  in  protecting  children  from  the  complications  of  preventable  childhood  diseases. 
An  April  conference,  “Surviving  and  Thriving,”  is  being  planned  by  the  SCMAA,  the  Alliance 
for  South  Carolina’s  Children,  the  Junior  League  and  the  Institute  for  Families  in  Society  to  focus 
attention  on  the  critical  issues  of  children  between  birth  and  six  years  old. 

The  SCMAA  continues  to  encourage  and  support  additional  health  promotion  activities  of 
county  alliances  that  help  meet  individual  community  needs  and  therefore  improve  our  health 
and  quality  of  life. 


Gail  L.  Robinson  (Mrs.  Thomas  L.) 

Health  Promotion  Chairman,  SCMA  Alliance 


October  1995 
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()RAN(;EBUR(i  AND  CALHOUN 
COUNTIKS  have  practice  opportunities  for 
graduating  rcsidents/fellows  and  experienced 
practitioners  in  the  following  specialties: 
Emergency  Medicine,  Endocrinology,  Eamily 
Practice,  Infectious  Diseases,  Obstetrics  & 
Gynecology  and  Rheumatology.  Practice 
incentives  and  relocation  assistance  are  avail- 
able. Contact  Dr.  Chennol,  The  Regional 
Medical  Center,  at  (HOC))  866-6045. 


Columbia/HCA  is  currently  hiring  physi- 
cians to  staff  multiple  urgent  care  centers  in 
the  Nashville  and  Jackson,  Tennessee  areas. 
Each  center  is  equipped  with  a full  support 
staff  including  lab  and  x-ray.  We  offer  an 
extremely  competitive  salary  and  benefit 
package  (stock  options,  401k,  33  paid  days 
off  per  year,  etc...)  Relocation  expenses  and 
malpractice  paid.  Please  direct  any  inquiries 
to:  Larry  Dillalia,  MD,  250  25th  Ave.,  North, 
2nd  Floor,  North  Wing,  Ste.  2322,  Nashville, 
TN  37203,  (615)  342-2322. 
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The  Journal  of  the  South  Carolina  Medical  Association 


'Matters  of  Interest 
to  South  Carolina 
Physicians. 


Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


ASSOCIATION 
GROUP  TERM  LIFE 
COSTS 

SUBSTANTIALLY 
MORE  THAN 
INDIVIDUAL 
POLICIES 


Many  physicians  feel 
that  life  insurance 
purchased  through  an 
association  group  plan 
is  less  expensive  than 
individual  policies. 

However,  individual  life 
insurance  policies 
provide  huge  savings 
compared  to 
association  group  term 
life  plans. 

We  recently  worked  with 
a 45  year  old  physician 
who  is  a non-tobacco 
user  and  qualifies  for 
preferred  risk 
underwriting.  This 
physician  has  $500,000 
of  group  term  life 
insurance  through  one 
of  the  most  prominent 
medical  associations. 

Afi  individual  policy  vnli 
save  this  physician  over 
$$0^000  over  the  next  20 
years. 


In  addition  to  high  cost, 
his  association  plan  has 
the  disadvantage  of 
having  very  little 
flexibility: 

• he  must  maintain 
association  membership 
in  order  to  continue 
coverage 

• the  premiums  can  be 
increased  beyond  the 
scheduled  increases 

• the  death  benefit  will  be 
reduced  by  50%  at  age  65 


• the  balance  of  the 
coverage  will  terminate  at 
age  70 

• there  is  limited  ability  to 
tailor  the  coverage  to  fit 
individual,  changing 
circumstances 


PREMIUM  FOR  $500,000 

AGE 

ASSOCIATION 

INDIVIDUAL* 

45 

1,613 

1,490 

46 

1,613 

1,490 

47 

1,613 

1,490 

48 

1,613 

1,490 

49 

1,613 

1,490 

50 

2,823 

1,490 

51 

2,823 

1,490 

52 

2,823 

1,490 

53 

2,823 

1,490 

54 

2,823 

1,490 

55 

4,397 

1,490 

56 

4,397 

1,490 

57 

4,397 

1,490 

58 

4,397 

1,490 

59 

4,397 

1,490 

60 

7,769 

1,490 

61 

7,769 

1,490 

62 

7,769 

1,490 

63 

7,769 

1,490 

64 

7,769 

1,490 

TOTAL 

$83,010 

$29,800 

The  cumulative  costs  of  $83,010 
over  20  years  for  the  association 
plan  are  based  on  current 
projections,  which  can  increase  or 
decrease.  The  individual  policy 
cumulative  costs  of  $29,800  are 
guaranteed  and  cannot  increase. 

The  association  does  not 
differentiate  between  classes  of 
insureds.  Thus,  the  association 
plan  may  offer  a good  deal  for 
insureds  who  might  be  rated  for  life 
insurance. 

But  for  those  insureds  who  will 
qualify  as  a standard  or  preferred 
risk,  an  individual  policy  will  save 
thousands  of  dollars  over  an 
association  plan. 

If  you  have  your  life  insurance 
through  an  association  plan  and 
would  like  to  see  if  you  can  enjoy 
similar  savings  from  an  individual 
policy,  please  call  us. 


'Midland  National  Life,  20  Year  Preferred  Executive 
Term 


Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax  advice.  Only 
your  attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Carolina  Medical  Community. 
P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 

-800-742-3669 


“I  have  a very  select  practice.” 

DR.  ARTHUR  WILLIAMS,  DIRECTOR  OF  HEALTH  SERVICES 
SOUTHSIDE  HEALTHCARE,  INC.,  ATLANTA,  GA 


Dr.  Williams  doesn’t  see  just  anyone, 
Only  those  who  need  him  most. 


As  director  of  health  services  at 
Southside  Healthcare,  one  of  the 
nation’s  five  largest  community 
health  centers,  Dr.  Williams  oversees 
a team  of  health  care  professionals 
that  managed  153,000  patient  visits 
last  year. 


Dr.  Williams’  career  reflects  his  com- 
mitment. He  worked  as  a pharma- 
cist, then  went  back  to  school  and 
earned  his  MD.  He  paid  for  medical 
school  by  committing  to  work  three 
years  at  a community  health  center 
— Southside.  Nine  years  later,  he’s 
still  there,  still  giving. 


The  Sharing  the  Care  program 
donates  Pfizer’s  full  line  of  single- 
source pharmaceuticals  to  medically 
uninsured,  low-income  patients  of 
federally  qualified  centers  like 
Southside,  in  support  of  those  who, 
like  Dr.  Williams,  are  part  of  the  cure. 


Sharing  the  Care:  A Pharmaceuticals  Access 
Program  is  a joint  effort  of  the  National 
Governors’  Association,  the  National  Association 
of  Community  Health  Centers  and  Pfizer. 


Were  part  of  the  cure. 


i^mfessioned  i^Protection  Exclusively  since  1899 

To  reach  your  local  office,  call  800-344-1899. 
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To  reach  your  local  office,  call  800-344-1899. 


She  isn’t  sure  if 
she  needs  a 


PAH)  IV  Plus 


isi 


f 


No  one  mentioned  a preauthorization.  Is  that 
something  you  can  give  her?  By  the  way,  what 
is  a preauthorization? 


Mix-ups  like  this  throw  your  practice's  schedule 
off  and  fnistrate  patients.  So  head  off  problems, 
and  mil  your  office  smoothly  witli  PAID  IV  Plus, 


PAID  IV  Plus,  Companion  Technologies’  private 
label  version  of  The  Medical  Manager",  is  the 
complete  practice  management  software  system 
that's  easy  to  use.  With  just  a few  simple  keystrokes, 
you'll  master  managed  care  functions,  including: 

Quickly  checking  for  treatment 
preauthoiizations  and  patient  eligibility 

Maintaining  insurance  policy  limits 

Handling  multiple  insurance  providers 
for  a single  patient 

Producing  numerous  practice  reports 
tuid  analyses 

Knowing  which  services  are  not  covered 

PAID  IV  Plus  actually  makes  “managed  care" 
manageable.  And  your  life  a lot  less  complex. 

Leant  what  else  PAID  IV  Plus  can  do  for  you. 

Call  Companion  Technologies  for  infonnation  or 
to  schedule  a system  demonstration. 

1-800-382-PAID  (7243) 
or  fax  (803)  699-2384 

PAID  IV  Plus.  Because  patients  can ’t  remember 
everything,  and  you  have  to. 


PAIDIV 

Plus 


Companion  Technologies 

Modern  technology  for  practice  management. 


An  asset  to  your  organization. 


$199.00 

Variable  Control  Voice  Actuation 

Lets  you  record  hands-free. 
Conlerence/DIctation  Microphone 
Settings  For  ideal  sound  cio.se  or  far 
Dual  Tape  Speeds  Records  up  to  3 hrs, 
on  an  XZ-90  tape 
Easy,  One-handed  Control 
E Mark  Indexing  Divides  tape  contents 
into  segments 

Tape  Counter  Lets  you  (juickly  find  a 
passage  on  the  tape 

Recording/Battery  Indicator  So  you  re 

never  surprised  by  a power  loss. 

AutO  Oft  Conserves  battery  power 

End-of-Tape  Alarm 

Pearlcarder  S831 


$299.00 


Digital  Tape  Information  Indicator 

All  your  info  at  a glance  for  ultra 
efficient  workflow. 

Electronic  Scan  and  Search  For  easy 
document  planning 
Hold  Memory  Stores  scanned  cassette 
info  for  instant  recall. 

Footswitch  and  Dual-speaker  Headset 
For  total  comfort  and  efficiency 
Dual  Tape  Speeds 
Variable  Speed  Control  From  -15% 
to  +30%. 

Auto  Back  Space  For  instant,  effortless 
repeated  passage  review 
Quick  Erase  Easy  erasing  of  a tape  for 
immediate  reuse. 

PearlcorderTHOO 


Never  miss  another  O 


OUTMPUS 


TELECO 


TELECO  DICTATION  SYSTEMS 

111  EXECUTIVE  CENTER  DRIVE, SUITE  221 
COLUMBIA,  SC  29210 

-800-994-5507  (803)  798-3901 


Where  else  can  you  get  compassionate 
care,  confidential  treatment  and  the 
understanding  of  other  health  care 
professionals? 

Only  at  the  Impaired  Professionals  Program  at  Parkside  High  Point  Behavioral  Services. 


Because  only  at  Parkside  will  you  find  professionals  who  understand  the  special  needs  of 
physicians,  nurses  and  other  health  care  professionals  who  have  alcohol  or  drug  problems. 


And  only  at  Parkside  will  you  find  our  Impaired  Professionals  Program  designed  to  meet 
these  special  needs.  This  program  recognizes  the  health  care  professional’s  unique  need  for 
confidentiality,  peer  support  and  help  in  balancing  the  roles  of  patient  and  professional. 

It  addresses  all  the  ethical  issues  that  are  part  and  parcel  of  the  problem.  It’s  designed  to 
provide  impaired  professionals  with  compassionate  guidance  and  support  every  step  of  the 
way.  And,  best  of  all,  it  works. 

Trust  Parkside  to  care.  Trust  Parkside  to  help.  Our  commitment  is  clear. 

And,  our  record  of  success  speaks  for  itself 

For  more  information  or  to  receive  a FREE  VIDEO,  call  (800)  525-9375,  ext.  2095. 


Parkside  High  P( 
Behavioral  Servi 

A Service  of  Hi^ 
Regional  Hos; 
601  N.  Elm  St 
High  Point,  NC  2 


Fresnent's  ?a^ 

THE  FRANCIS  A.  COUNTWAY 
LIBRARY  OF  MEDICINE 
BOSTON,  MA 

SCMA  BOARD  ME:MBERSHIP  ^ / ]995 

During  a meeting  with  the  president  of  a specialty  society,  he  suggested  that  many  physicians 
in  his  society  feel  the  South  Carolina  Medical  Association  (SCMA)  is  dominated  by  primary  care 
physicians  and  that  the  interests  of  certain  specialties  are  not  considered.  This  has  disturbed  me 
greatly,  as  the  SCMA  is  an  umbrella  organization  which  represents  all  specialties,  no  matter  their 
size.  The  last  thing  we  physicians  need  right  now  is  to  bicker  and  fight  among  ourselves.  The 
House  of  Medicine  must  speak  with  one  voice  during  this  time  of  relative  chaos  in  the  medical 
world. 

The  present  Board  of  Trustees  of  the  SCMA  is  equally  represented  by  primary  care  physicians 
and  other  specialists.  I am  a primary  care  physician.  Your  president-elect  is  a neurologist.  We  all 
try  to  leave  our  specialty  hats  outside  the  board  room  and  to  discuss  issues  from  the  standpoint  of 
what  is  best  for  all  of  us. 

SCMA  board  meetings  are  open  to  all  members  of  the  SCMA,  and  1 would  like  to  extend  an 
invitation  to  any  of  you  to  attend  our  meetings.  Several  years  ago  we  tried  to  improve  our 
communications  with  local  societies  by  inviting  the  presidents  of  these  societies  to  our  board 
meetings.  Very  few  local  presidents  took  advantage  of  this  invitation,  and  the  program  was  not  a 
success.  I would  like  to  renew  this  invitation  and  extend  it  to  the  specialty  society  presidents  as  well. 

In  the  past,  membership  on  the  board  has  been  partly  determined  by  geographic  location,  with 
local  districts  choosing  their  trustees  who  are  then  elected  by  the  House  of  Delegates  at  the 
SCMA  Annual  Meeting.  Generally  these  trustees  have  been  nominated  by  their  districts  because 
they  have  been  active  in  their  local  society  and  not  because  of  their  specialty.  I suggest  that  if  you 
want  to  be  active  in  the  SCMA  leadership,  you  should  first  be  active  in  your  local  medical 
societies.  The  statement  has  been  made  that  primary  care  physicians  control  the  local  societies 
and  will  not  elect  other  specialists.  It  would  be  to  everyone’s  advantage  for  the  leadership  in  each 
society  to  consider  this  statement.  If  a problem  exists,  hopefully  the  society  will  work  to  resolve 
it  and  that  all  specialties  should  be  more  active  in  their  local  societies. 

The  American  Medical  Associaton  (AMA)  is  currently  studying  the  issue  of  representation  in 
its  House  of  Delegates.  It  may  well  decide  that  we  should  elect  our  representatives  in  a different 
manner.  Our  board  will  be  receptive  to  any  suggestions  which  will  ensure  fair  representation  for 
all  physicians,  and  it  is  quite  possible  that  we  may  change  our  method  of  electing  trustees  with 
suggestions  from  the  AMA  and  physicians  in  our  state.  However,  1 doubt  that  this  could  include 
guaranteed  seats  for  certain  specialties  on  our  board;  the  number  of  specialty  societies  in  the  state 
would  make  the  board  too  large  to  function  efficiently.  Any  proposed  changes  would,  of  course, 
have  to  be  approved  by  the  SCMA  House  of  Delegates. 

In  conclusion.  I would  like  to  reiterate  the  importance  of  being  active  in  your  local  medical 
societies  so  that  all  of  us  can  worK  together  for  the  good  of  our  patients  and  our  profession. 


Benjamin  E.  Nicholson,  M.  D. 
President 
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This  statewide  survey  was  conducted  to  assess 
physicians'  HIV  reporting  practices  and  rea- 
sons for  not  always  reporting  HIV  infection  in 
children.  Questionnaires  were  mailed  to  South 
Carolina  pediatric  subspecialists  likely  to  care 
for  HIV-infected  children  (N=59),  and  ran- 
domly selected  general  pediatricians,  family 
practitioners  and  general  practitioners 
(N=436).  Of  the  335  (68%)  responding  physi- 
cians, 86  percent  indicated  always  or  usually 
reporting  HIV-infected  children  and  82  per- 
cent perceived  primary  care  physicians  to  be 
responsible  for  reporting.  Some  of  the  44 
physicians  indicating  not  always  reporting 
expressed  concern  about  confidentiality 
(n=IO)  and  discrimination  (n=12).  HIV  infec- 
tion reporting  is  generally  accepted  in  South 
Carolina,  but  confidentiality  and  discrimina- 
tion concerns  and  physician  responsibility  for 
reporting  must  be  addressed  to  further 


*From  the  South  Carolina  Department  of  Environmental 
Control  (Ms.  Meyer  and  Drs.  Jones  and  Breeden)  and  the 
School  of  Public  Health,  University  of  South  Carolina 
( Ms.  Meyer  and  Dr.  Gamson. ) 

**Address  coirespondence  to  Pamela  A.  Meyer.  M.  S.  P. 
H.,  Prevention  Center,  School  of  Public  Health.  University 
of  South  Carolina.  Columbia.  SC  29208. 


improve  HIV  reporting. 

INTRODUCTION 

The  physician's  role  in  diagnosing  and  caring 
for  children  infected  with  human  immunodefi- 
ciency virus  (HIV)  makes  physician  support 
and  acceptance  of  HIV  reporting  necessary  to 
achieve  a high  level  of  reporting.  Acceptance 
of  HIV  reporting  by  South  Carolina  physi- 
cians was  suggested  by  a 1989  study.'  In  that 
study,  79  percent  of  physicians  surveyed  indi- 
cated that  HIV  infection,  as  well  as  AIDS, 
should  be  reportable  by  name  to  the  state 
health  department  as  required  by  a 1986 
statute.-  However,  that  study  excluded  primary 
care  pediatricians  since  at  that  time  few  chil- 
dren had  been  reported  with  either  AIDS  or 
HIV  infection.  In  addition,  reporting  of  HIV- 
infected  children  was  not  specifically 
addressed  and  attitudes  concerning  reporting 
HIV  infection  in  children  compared  to  adults 
may  differ.  This  report  highlights  physicians’ 
practices  and  attitudes  regarding  reporting 
HIV  infection  in  children. 

METHODS 

In  June  1992,  the  South  Carolina  Department 
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of  Health  aiul  Hn vironmenlal  C'ontrol 
(I)IIHC)  stair  distributed  the  first  of  three 
mailings  of  a eonfidential  questionnaire  to 
495  lieensed  South  C^arolina  physieians.  The 
physieians  surveyed  ineluded  all  pediatrie 
sLibspeeialists  likely  to  eome  in  eontaet  with  a 
ehild  exposed  to  HIV  and  a 29  pereent  ran- 
dom sample  of  general  pediatrieians  and  fam- 
ily and  general  praetitioners.  The  pediatrie 
sub-speeialisls  (N=59)  were  pediatrie  aller- 
gists, pulmonary  sub-speeialists,  neonatolo- 
gists,  and  hematologist/oneologists  listed  in 
the  most  recent  ( 1992)  directory  published  by 
the  South  Carolina  Board  of  Medical  Exam- 
iners. The  primary  care  physieians  were  ran- 
domly selected  from  the  State  Medical  Asso- 
ciation’s list  of  lieensed  general  pediatrieians 
(N=347),  family  praetitioners  (N=853)  and 
general  praetitioners  (N=289).  The  436  pri- 
mary care  physicians  surveyed  ineluded  1 1 7 
general  pediatrieians,  243  family  praetition- 
ers, and  76  general  practitioners.  Systematic 
substitutions  were  made  for  physieians  from 
the  random  sample  who  had  retired  or  who  no 
longer  practiced  in  the  state  (N=I14).  Two 
(three  pereent)  pediatrie  subspecialists  had 
either  retired  or  were  no  longer  practicing  in 
South  Carolina. 

Physieians,  nurses,  social  workers,  health 
educators,  epidemiologists  and  statisticians 
were  consulted  to  develop  the  questionnaire. 
The  questionnaire  was  pre-tested  by  physi- 
cians and  modified  before  the  first  of  three 
mailings.  An  introductory  statement 
explained  the  study’s  purpose  and  that  ques- 
tions applied  to  children  under  age  13.  Multi- 
ple choice  questions  allowed  physicians  to 
cheek  their  type  of  practice,  who  they  per- 
ceived to  be  responsible  for  reporting,  how 
routinely  they  report  and  their  reasons  for  not 
always  reporting  HIV-infected  children  to 
DHEC.  Space  was  provided  for  physicians’ 
open-ended  responses  to  why  they  did  not 
always  report. 

Epi  Info’  software  was  used  to  generate  ran- 
dom numbers  and  to  calculate  sample  size. 
The  sample  size  for  the  general  pediatricians, 
and  family  and  general  practitioners  allowed 


for  10  pereent  error  with  95  pereent  confi- 
dence adjusted  to  allow  for  30  percent  non- 
response. Prevalence  ratios  (PR)  with  confi- 
dence intervals  were  calculated  for  compar- 
isons of  categorical  variables  and  t-tests  were 
calculated  to  detect  differences  in  years  of 
practice. 

RESULTS 

Physician  response  was  68  pereent  overall, 
and  by  type  of  practice  was  73  pereent  for 
general  pediatrieians,  65  pereent  for  pediatrie 
SLibspeeialists,  70  pereent  for  family  practi- 
tioners, and  57  pereent  for  general  praetition- 
ers. Compared  to  responding  physieians,  the 
160  non-responding  physieians  were  similar 
in  type  and  number  of  years  in  practice  (21 
years  vs.  20  years),  but  were  more  likely  to 
have  an  urban  practice  (46  vs.  33  percent; 
PR=1.4;95  percent  Cl  1.1,  1.7). 

Most  (86  percent)  physicians  indicated  they 
always  or  usually  report  children  who  test 
positive  for  HIV  (253  always,  33  usually, 
three  sometimes,  two  occasionally,  one  rarely, 
five  never  and  38  did  not  answer  the  ques- 
tion). Physicians  who  indicated  they  always 
report  compared  to  those  who  indicated  they 
do  not  always  report  were  similar  in  their 
practice  type  (primary  care  vs.  subspecialist) 
location  (urban  vs.  rural)  and  in  having  cared 
for  a child  with  HIV  infection  or  AIDS.  How- 
ever, physicians  who  indicated  always  report- 
ing were  1.2  times  (95  pereent  Cl  1.1 -1.3) 
more  likely  to  be  affiliated  with  a large  hospi- 
tal than  physieians  who  indicated  not  always 
reporting  (Table  1 ). 

Table  2 summarizes  the  reasons  for  not 
always  reporting  given  by  the  44  physicians 
who  indicated  they  do  not  always  report.  In 
response  to  the  multiple  choice  questions  they 
indicated  concerns  about  discrimination  (27 
percent)  and  confidentiality  (23  percent),  the 
belief  that  someone  else  had  reported  the 
child  (20  percent)  or  the  child  had  been 
reported  in  another  state  (two  percent),  or  the 
reporting  process  is  too  cumbersome  (nine 
percent).  Write-in  responses  were  forgetting 
(five  percent),  not  treating  pediatric  AIDS 
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TABLE  1. 

CHARACTERISTICS  OF  PHYSICIANS  BY  THEIR  RESPONSE  TO  HOW  OFTEN 
THEY  REPORT  CHILDREN  WITH  HIV  INFECTION  (N=297)“ 


■Always  Report 

Do  Not  Always  Report 

Prevalence  Ratio 

95%  Cl 

Characteristics 

(N=253) 

(N=44)  ' 

Ratio 

Type  of  Practice 

pediatric  sub-specialist  (n: 

=35)  31  (89%) 

4(11%) 

1 .05 

0.92-1.19 

primary  care  (n=262) 

222  (85%) 

40(15%) 

Urban  Practice 

yes (n=IOO) 

90(90%) 

10(10%) 

1.08 

0.99-1.19 

no  (n=l9b) 

163  (83%) 

33  (17%) 

Hospital  bed  size  >=500  ‘■ 

yes (n=58) 

56  (97%) 

2 (3%) 

1.19 

1.10-1.30 

no  (n=2l4) 

173  (81%) 

41  ( 19%) 

Care  for  child  with  HIV/AIDS 

yes  ( 11=55) 

48  (87%) 

7(13%) 

1.04 

0.93- 1.17 

no  ( 11=23 1 ) 

194(83%) 

37  (16%) 

^ Omitted  from  this  table  are  38  physicians  who  did  not  indicate  how  often  they  report 
children  with  HIV  infection. 

Defined  as  one  of  the  three  largest  counties:  Charleston,  Greenville  and  Richland. 

^ Omitted  from  the  prevalence  ratio  calculations  are  missing  values  for  urban  practice 
(n=l ),  hospital  bed  size  (n=25)  and  care  for  a child  with  HIV/AIDS  (n=l  1 ). 


patients  (two  percent),  and  the  physician 
making  the  diagnosis  will  report  (two  per- 
cent). No  reason  was  indicated  by  three  (60 
percent)  of  the  never  reporters,  one  (17  per- 
cent) of  the  occasional  reporters  and  13  (39 
percent)  of  the  usual  reporters. 

Of  the  physicians  who  indicated  who  they 
perceived  to  be  responsible  for  reporting  chil- 
dren, 274  (82  percent)  selected  the  primary 
care  physician/pediatrician.  Other  responses 
were  laboratories  (27  percent),  consulting 
specialty  physician  (26  percent),  hospital 
infection  control  practitioner  (21  percent)  and 
ob/gyn  physician  (17  percent).  Half  of  the 
physicians  selected  one  party  and  31  (nine 
percent)  of  the  physicians  indicated  that  all 
five  are  responsible  for  reporting. 

DISCUSSION 

HIV  reporting  for  children  is  generally 
accepted  by  the  surveyed  South  Carolina 
physicians.  A similar  response  to  AIDS 


reporting  was  noted  in  the  1989  South  Caroli- 
na survey  in  which  88  percent  of  the  physi- 
cians indicated  they  would  usually  or  always 
report  persons  with  AIDS  by  name.'  The 
apparent  acceptance  of  named  reporting  for 
HIV  infection  in  children  may  reflect  the 
medical  communities'  trust  in  DHEC’s  man- 
agement of  HIV  reports  and  protection  of 
confidentiality. 

Nevertheless,  among  the  44  physicians  who 
did  not  always  report,  the  two  most  common- 
ly indicated  reasons  for  not  always  reporting 
were  concern  that  discrimination  against  the 
child  and/or  the  family  may  occur  as  a result 
of  reporting  (n=12),  and  that  the  confidential- 
ity of  reported  children  will  not  be  main- 
tained (n=10).  These  concerns  persist  in  spite 
of  a state  statute  mandating  protection  of  the 
confidentiality  of  the  names  of  persons 
reported  with  HIV  infection^  and  that  there 
have  been  no  breaches  of  confidentiality  for 
reported  AIDS  cases  in  this  state  or  in  health 


November  1995 


453 


Ri:iH)R'l  IN(i  lliv  IN  C'lllLDRIiN  

l AHU:  2. 

RKASONS  INI)IC  \ri:i)  liV  1MI\  SIC  IANS  WHO  DO  NO  I AIAVA^  S RKPOK  I 
IIIV-INI  IX n:i)  C HILDREN  K)  DHEC  .‘*  (N=44) 

Reporting  Frequency 


Reason 

1 am  concerned  tiuit  tlisenmniiition  tigainsl  the  child  ;md/or 

usually 

(n^.J.-J) 

sometimes 

(11=6) 

never 

(11=5) 

the  family  may  occur  as  a rcsull  of  repouing.  ( n=  1 2) 
1 am  conccrncil  that  the  confidentiality  of  rc|X)rtcd 

7 (21  7r) 

4 (677) 

1 (207) 

chiklicn  will  not  he  mainttuned.  (n=IO) 

1 don't  report  children  that  1 think  may  luive  heen 

5 (157) 

4(677) 

1 (207) 

reiiorted  previously  by  someone  else.  (n=S) 

1 tlon't  report  children  if  1 think  they  htive  been 

7 (217) 

1 (177) 

0 (07) 

reportei.1  in  other  states.  (n=l ) 

1 (.57) 

0(07) 

0(07) 

riie  reporting  process  is  cumbersome.  (n=4) 

.5  (MCr) 

1 (1774 

0(07) 

1 might  forget.  (n=2) 

2 (67  ) 

0 (07  ) 

0(07) 

1 don't  treat  pediatric  AIDS  patients.  (n=l ) 

1 (37f) 

0 (07) 

0(07) 

The  physician  making  the  diagnosis  will  reirort.  (n=l ) 

1 (374 

0 (07  ) 

0(07) 

Did  not  mark  any  reason.  (n=17) 

13  (347.) 

1 (177.) 

3 (607  ) 

‘‘  Columns  i.lon't  total  U)07c  because  multiple  responses  were  appropriate. 


departments  nationwide.- 

Pereeived  responsihility  for  reporting  influ- 
enees  a physieian's  decision  to  report.  Among 
physicians  who  do  not  always  report,  20  per- 
cent indicated  not  reporting  due  to  their  per- 
ceptions someone  else  had  reported  or  it  was 
the  diagnosing  physicians  responsibility  to 
report.  The  primary  care  physieian/pediatri- 
cian  was  the  most  commonly  identified  party 
responsible  for  reporting  HIV-infected  chil- 
dren (82  percent)  as  was  the  primary  care 
physician  for  reporting  AIDS  (59  percent)  in 
the  1989  AIDS  reporting  study.  A small  per- 
centage of  physicians  (nine  percent)  respond- 
ed that  everyone  should  report  HIV  infection. 
A high  level  of  case  ascertainment  requires 
that  all  parties  mandated  to  report  (physi- 
cians. laboratories,  and  hospital  infection 
control  practitioners)  assume  responsibility 
for  submitting  HIV  reports  which  can  be 
unduplicated  and  confirmed  by  DHEC’s 
HIV/AIDS  surveillance  staff. 

South  Carolina  physicians'  support  for 
reporting  HIV-infected  children  may  reflect 
the  physicians’  desire  to  link  HIV-infected 
children  with  services  and  resources.  Special- 


ized medical  care  and  interdisciplinary  and 
comprehensive  support  services  have  been 
offered  to  HIV-infected  children  and  their 
families  since  1986  at  the  Medical  University 
of  South  Carolina  (MUSC).  To  improve 
statewide  access  to  comprehensive  case  man- 
agement and  care  for  children  exposed  to  or 
infected  with  HIV.  MUSC  and  DHEC  coordi- 
nated and  expanded  the  network  of  local, 
regional  and  tertiary  care  centers  that  had 
begun  to  provide  care  to  HIV-infected  chil- 
dren. The  collaboration  between  centers  is 
expected  to  improve  patient  tracking,  case 
management  and  reporting.  Improved  HIV 
reporting  should  result  as  more  children  with 
known  HIV  infection  are  referred  to  these 
centers,  which  in  turn  report  all  HIV-infected 
children  to  DHEC. 

DHEC  uses  HIV  reports  to  target  health 
education  and  early  intervention  programs, 
provide  counseling  and  testing  including 
CD4-I-  T-lymphocyte  testing,  make  referrals, 
monitor  trends  and  direct  planning  for  alloca- 
tion of  services. These  benefits  can  be  maxi- 
mized by  early  HIV  detection  and  reporting. 
HIV  infection  recognized  and  reported  soon 
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after  transmission  is  more  useful  for  pix)inptly 
identifying  reeent  ehanges  in  trends  of  HIV 
transmission  and  disease.  Consequently, 
interventions  ean  be  targeted  appropriately 
and  respond  more  rapidly  and  effeetively. 

New  reports  ot  HIV  infection  in  children 
may  signal  poor  access  to  health  care  now 
that  Zidovudine  administered  during  pregnan- 
cy has  been  shown  to  reduce  vertical  trans- 
mission from  25  percent  to  eight  percent.' 
Since  most  HIV-infected  children  are  infected 
perinatally.  offering  routine,  voluntary  HIV 
testing  to  pregnant  women  has  been  recom- 
mended’*"’ for  early  detection. 

South  Carolina  physician's  HIV  reporting 
practices  for  children  are  encouraging,  yet 
physician  responsibility  for  reporting  and 
coneerns  about  discrimination  and  confiden- 
tiality must  be  addressed  to  improve  HIV 
repenting.  “1 
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INTRODUCTION 

Measles  is  a highly  contagious  viral  infection 
which  affects  all  unimmunized  populations 
throughout  the  world.  Despite  the  widespread 
use  of  safe  and  effective  measles  vaccines, 
first  licensed  30  years  ago,  measles  continues 
to  be  a leading  cause  of  death  among  children 
in  developing  countries.  In  the  United  States, 
measles  morbidity  has  decline  by  99  percent 
compared  to  the  pre-vaccine  era.'  In  Novem- 
ber 1993,  for  the  first  time  since  measles 
reporting  began  in  1912,  there  were  no 
reported  cases  of  the  disease  during  three 
consecutive  calendar  weeks  suggesting  that 
there  are  now  periods  in  which  transmission 
of  the  measles  virus  in  the  United  States  is 
nearly  interrupted.  However,  large  communi- 
ty outbreaks  experienced  by  several  cities  in 
1989  - 1991  serve  as  reminders  that  the 
measles  virus  exhibits  an  extraordinary 
capacity  to  find  susceptible  sub-populations 
in  which  transmission  can  be  sustained  even 
though  vaccine  coverage  in  the  population  as 
a whole  may  be  high. 

During  the  past  decade,  numerous  out- 
breaks of  measles  in  institutional  settings, 
especially  in  schools,  have  been  well  docu- 
mented.- Reports  that  such  outbreaks  can 
occur  even  in  highly  immunized  populations 
led  us  to  examine  whether  a pediatric  popula- 
tion in  a residential  mental  health  facility 
might  also  have  susceptible  children  present 


*From  the  South  Carolina  Department  of  Mental 
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**Address  correspondence  to  Dr.  Wright  at  William  S. 
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in  numbers  sufficient  to  sustain  an  outbreak 
should  wild  measles  virus  be  introduced.  We 
report  here  on  a measles  serological  study  of 
our  population,  on  ambiguities  and  problems 
faced  in  interpreting  the  results,  and  on  impli- 
cations for  measles  prevention  efforts  in 
closed  populations. 

METHODS 

Patient  Population:  Our  study  population 
was  drawn  from  a state  child  and  adolescent 
inpatient  psychiatric  facility  to  which  patients 
are  referred  from  throughout  South  Carolina 
for  evaluation  and  treatment  of  emotional  and 
behavioral  problems.  During  an  11 -month 
period  measles  serologies  were  obtained  on 
314  con.secutive  admissions. 

The  median  age  of  the  children  was  14 
years  (range  four  to  17).  The  children  were 
57.6  percent  Caucasian,  41.0  percent  African- 
American,  0.3  percent  Hispanic,  0.3  percent 
native  Americans,  and  0.6  percent  of 
unknown  racial  and  ethnic  background. 

Serological  Studies:  Serum  samples  for  all 
the  study  subjects  were  tested  for  measles 
antibodies  by  the  Bureau  of  Laboratories  of 
the  South  Carolina  State  Department  of 
Health  and  Environmental  Control  (DHEC) 
by  means  of  a commercial  enzyme 
immunoassay  (EIA)  (Elisa-stat  Whitaker 
Walkersville,  MD). 

Twenty-one  of  the  specimens,  including 
samples  which  had  been  found  to  have  posi- 
tive, equivocal,  and  negative  results,  were 
also  tested  by  the  Measles  Laboratory  at  the 
U.  S.  Centers  for  Disease  Control  (CDC).  The 
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CDC  employed  an  in-house  indirect  EIA  test 
which  uses  the  measles  virus  nucleoprotein  as 
the  capture  antigen.’ 

Documentation  Of  Vaccination:  The  DHEC 
Division  of  Immunization  provided  assistance 
in  searching  for  documentation  of  measles 
vaccination  from  medical  and  school  records 
for  those  children  found  to  have  negative 
antibody  titers. 

Statistical  Analysis:  Data  were  computerized 
and  analyzed  using  Epi  Info  Version  5,  a pub- 
lic domain  software  package  for  data  man- 
agement and  statistical  analysis  from  the 
CDC.  Tests  for  significance  of  the  difference 
between  proportions  were  done  using  the 
Chi-square  test. 

RESULTS 

Demographic  characteristics  of  the  study 
population  as  well  as  the  results  of  the  initial 
antibody  tests  are  summarized  in  Table  I . 
Overall,  the  state  laboratory  reported  42  chil- 
dren with  negative  antibody  titers  and  19  with 


equivocal  titers.  There  were  no  differences  in 
the  proportion  of  negative  antibody  titers  in 
males,  13.3  percent,  and  females,  13.7  per- 
cent (p  = 0.83).  Elowever,  a significant  differ- 
ence was  observed  between  the  proportion  of 
negative  antibody  titers  in  Caucasians,  18.2 
percent,  and  African-Americans,  6.2  percent, 
(p  = 0.002).  Negative  antibody  titers  were 
highly  associated  with  age  (p=  0.007).  All  of 
the  negative  antibody  titers  (N  = 42)  occurred 
in  children  between  ages  II  and  17  and  70 
percent  of  the  negative  cases  were  13  to  15 
years  old.  There  was  no  apparent  relationship 
between  psychiatric  diagnosis  and  measles 
titer  standing. 

Twenty-one  specimens  were  tested  both  at 
the  state  laboratory  and  at  CDC.  All  five 
specimens  found  to  be  positive  at  the  state 
laboratory  were  also  reported  as  positive  at 
the  CDC.  Of  the  four  specimens  reported  as 
equivocal  by  the  state  laboratory,  two  were 
reported  as  positive  and  two  as  negative  by 
the  CDC.  Of  the  12  specimens  reported  as 
negative  by  the  state  lab,  eight  were  also 
found  to  be  negative  at  CDC,  the  remaining 


TABLE  1 

ADMISSION  MEASLES  ANTIBODY  TEST  RESULTS 
ACCORDING  TO  SEX  AND  RACE 


Group 

Total 

Positive 
No.  (Pet) 

Equivocal 
No  (Pet) 

Negative 
No.  (Pet) 

All  admissions 

314 

253 

(80.6) 

19 

(6.1) 

42 

(13.4) 

By  Sex  ( 1 ) P=().833  ( 

*) 

Males 

211 

169 

(80.1) 

14 

(6.6) 

28 

(13.3) 

Eemales 

102 

83 

(81.4) 

5 

(4.9) 

14 

(13.7) 

By  race  (2)  P=.002  (* 

) 

White 

181 

135 

(74.6) 

13 

(7.2) 

33 

(18.2) 

Black 

129 

116 

(89.9) 

5 

(3.9) 

8 

( 6.2) 

(*)  chi-square  test 

( 1 ) sex  not  recorded  for  one  patient 

(2)  four  patients  were  classified  as  “other”  than  white  or  black 
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lour  being  reiiorlctl  as  posilive  or  equivocal. 

Anemias  lo  locale  iiiimuiii/alion  records 
for  2(S  of  the  42  cliiklren  willi  negative  liters 
were  successlul.  All  2S  had  received  MMR  in 
the  |')asl.  I'our  of  these  had  received  a single 
MMR  inior  lo  13  months  of  age  (range  10-14 
months).  Two  ixitients  had  documentation  of 
having  received  two  doses  of  MMR  |)iior  lo 
admission,  with  the  first  dose  having  been 
given  at  10  aiul  1 1 months  of  age  respective- 
ly. The  other  22  children  received  MMR  at  15 
months  or  later. 

DISCUSSION 

Atkinson  et  al  have  shown  that  the  principal 
cause  for  the  measles  epidemics  which  struck 
a number  of  large  urban  areas  in  the  United 
States  in  1989  and  1990  was  the  failure  to 
achieve  high  vaccine  coverage  among  pre- 
school aged  children  in  inner-city  areas.' 
However,  other  well-documented  measles 
outbreaks  in  the  past  10  years  have  occurred 
in  highly  vaccinated  populations.  Such  issues 
as  primary  and  secondary  vaccine  failure,  as 
well  as  other  less  understood  reasons  for  vac- 
cine failure,  play  an  important  role  in  measles 
control. 

Krober  et  al  reported  that  primary  vaccine 
failure  (up  to  21  percent)  may  occur  when 
measles  vaccine  is  given  to  infants  with 
colds."'  One  hypothesis  is  that  viral  respiratory 
infections  may  interfere  with  normal  antibody 
response  to  measles  vaccination  because  of 
interferon  induction.  Nonetheless,  current 
recommendations  of  the  CDC  and  of  the 
American  Academy  of  Pediatrics  are  that 
MMR.  and  indeed  all  vaccines,  may  be  given 
even  to  infnts  who  have  mild  respiratory 
infections.'' 

Almost  all  infants  acquire  passive  immunity 
against  measles  in  utero  as  the  result  of  trans- 
placental transfer  of  maternal  IgG  antibodies. 
There  is  some  evidence  that  infants  born  to 
mothers  whose  immunity  is  derived  from 
vaccination  acquire  lower  levels  of  antibody 
and  lose  antibody  at  an  earlier  age  than 
infants  born  to  mothers  with  immunity 
acquired  as  the  result  of  natural  infection.^ 


Also  to  be  considered,  however,  is  the  phe- 
nomenon of  secoiulary  vaccine  failure, 
tiefined  as  waning  immunity  over  time,  a phe- 
nomenon which  may  become  apparent  only 
after  the  passage  of  years.  Ikiradoxically,  this 
phenomenon  may  become  more  important  as 
measles  control  efforts  improve,  since  these 
efforts  reduce  transmission  of  wild  measles 
virus  in  the  community,  and  thus  decrease  the 
likelihood  that  immuni/ed  persons  will  have 
their  antibody  titers  "boosted"  through  expo- 
sure to  wild  virus. 

In  our  study  all  the  children  who  had  nega- 
tive or  equivocal  titers  were  born  prior  to 
September  1980  (Table  1 ).  At  least  three  fac- 
tors may  contribute  to  this  c)bservation.  f-irst. 
only  otir  youngest  children  are  likely  to  have 
received  two  doses  of  MMR  since  the  “two 
measles  shots"  vaccination  policy  was  not 
adopted  in  this  country  until  1989.  Second, 
older  children,  even  those  who  had  a good 
serological  response  to  the  vaccine,  may  sim- 
ply have  had  their  antibody  titers  gradually 
decline  over  time  to  levels  which  are  present- 
ly under  the  cut-point  used  to  report  seroposi- 
tivity  by  the  laboratory.  Finally,  since  vac- 
cines manufactured  prior  to  1979  had  lower 
thermal  stability  and  lower  virus  titers,  we.  in 
keeping  with  the  line  of  reasoning  proposed 
by  Cote  et  aP  speculate  that  some  of  our 
seronegative  patients  may  thus  have  had  true 
primary  vaccine  failure.  In  a typical  practice 
setting  it  is  usually  not  possible,  when  faced 
with  an  individual  child  who  has  a negative 
antibody  test,  to  distinguish  between  these 
possibilities. 

It  has  been  found  that  children  who  exhibit 
a negative  titer  after  an  initial  dose  of  MMR 
are  also  more  likely  to  fail  to  seroconvert 
even  after  a second  MMR.*'''  An  alternative 
strategy  could  thus  include  rescreening  for 
antibodies  four  weeks  after  the  second  dose. 
In  our  institutional  setting,  we  have  found  this 
approach  to  be  cost-effective  since  ( I ) our 
cost  for  antibody  screening  is  considerably 
less  than  the  cost  of  a dose  of  MMR  and  since 
(2)  children  are  having  blood  drawn  on 
admission  in  any  case. 
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We  recognize  that  such  an  approach  may 
not  be  feasible  in  ambulatory  settings  where 
blood  is  not  being  drawn  for  other  reasons. 

Because  this  study  was  carried  out  in  a psy- 
chiatric hospital,  there  was  some  interest  in 
examining  the  relationship  between  psychi- 
atric diagnosis  and  measles  antibody  titers. 
However,  no  such  relationship  was  noted. 

We  did  observe  (Table  1)  a significantly 
higher  proportion  of  negative  titers  in  Cau- 
casians than  in  African-Americans.  Struew- 
ing  et  al  also  reported  higher  negative  titers  in 
Caucasians  compared  to  African  Americans  in 
his  serosLirvey  of  U.S.  military  recruits  ( 19.7 
vs.  5.6  percent),  suggesting  that  this  pattern  is 
retleeted  nationally.'"  The  biological  basis  for 
this  observation  is  not  clear,  and  we  can  only 
speculate  as  to  whether  this  might  be  the 
result  of  genetic  or  other  factors  like  greater 
opportunity  for  exposure  to  “wild  measles 
virus”  in  the  African  American  population. 

Although  current  public  health  policies 
have  largely  controlled  measles  in  the  United 
States,  further  progress  toward  elimination 
may  require  additional  cost-effective  and  effi- 
cient strategies.  In  our  study,  condueted  in  an 
institutional  setting,  antibody  testing  prior  to 
revaeeination  was  found  to  be  a cost  effective 
and  efficient  way  to  assure  that  no  suscepti- 
bles  remained  in  our  population. 

SUMMARY 

This  paper  reports  on  the  utility  of  screening 
pediatric  psychiatric  admissions  for  the  pres- 
ence of  antibodies  to  measles  to  determine 
the  need  for  administration  of  MMR  Vaccine 
to  314  children  admitted  over  an  11-month 
period.  Lour  fifths  (80.6  percent)  of  the  chil- 
dren had  positive  antibody  tests  when 
screened.  No  sex  difference  in  antibody 
prevalence  was  noted  but  Caucasians  were 
more  likely  (18.2  pereent)  than  African 
American  (6.2  percent)  to  have  negative  anti- 
body tests.  No  relationship  was  noted 
between  psychiatric  diagnosis  and  antibody 
test  results. 


A substantial  proportion  of  adolescents 
have  negative  or  equivocal  measles  antibody 
tests  and  interpretation  of  such  results  may  be 
difficult.  Antibody  testing  is  cost-effective  in 
institutional  settings  and,  in  the  future,  may 
become  so  in  selected  ambulatory  settings.  “1 
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MEDICARE  UPDATE 


November,  1995 


The  November,  1995  Medicare  Advisory  contains  impor- 
tant information  for  you  and  your  staff  such  as  covered 
vaccines;  1996  program  changes  and  update  workshops; 
the  new  remittance  advice;  and  much  more. 

Provider  Performed  Microscopy:  Three  new  Provider- 
Performed  Microscopy  Procedures  (PPMP,  formerly 
called  the  Physician-Performed  Microscopy  Procedures), 
were  established  under  CLIA; 

1.  Fecal  Leukocyte  Examination  - G0026 

2.  Semen  Analysis;  presence  and/or  motility  of  sperm 
excluding  Huhner  test  - G0027 

3.  Nasal  Smear  for  Granulocytes  - 89190 

Site-Specific  Procedure  and  Diasnosis  Codes:  When 
the  description  of  a CPT-4  procedure  code  includes  ref- 
erence to  a specific  region  of  the  body,  you  should  check 
the  diagnosis  code  you  use  carefully.  Diagnosis  codes 
(ICD-9-CM)  may  also  refer  to  a specific  region  of  the 
body.  If  the  procedure  and  diagnosis  codes  refer  to  dif- 
ferent anatomical  sites.  Medicare  may  deny  the  service 
with  action  code  JP  - Medicare  does  not  pay  for  the  ser- 
vices for  the  condition  stated  - because  the  diagnosis  code 
does  not  support  the  service  rendered. 

New  Correct  Codin?  Combinations:  In  1994,  HCFA 
contracted  with  AdminaStar  Federal  to  define  connect  cod- 
ing practices  that  would  be  the  basis  of  national  Medicare 
policy  for  payment  of  claims  using  the  AMA  CPT-4  sys- 
tem. With  HCFA  approval,  a code  matrix,  or  correct  cod- 
ing combinations,  is  being  incorporated  into  the  Medicare 
carrier’s  claims  processing  systems.  The  matrix  will  auto- 
matically identify  inappropriate  CPT  code  combinations 


and  determine  payment.  Existing  national  Medicare  pay- 
ment policies  are  not  changed  by  the  correct  coding  pol- 
icy. 

Two  main  types  of  code  combinations  will  be  imple- 
mented in  January,  1996: 

• Comprehensive  and  component  code  combinations 

• “Mutually  exclusive”  coding  combinations 

In  conjunction  with  the  new  correct  coding  initiative, 
HCFA  has  established  a new  temporary  national  level  II 
modifier  which  goes  into  effect  on  January  1,  1996  - 
Modifier  GP:  Distinct  Procedure  Service. 

Please  refer  to  your  November  Medicare  Advisory  for  a 
summary  of  the  correct  coding  policy. 

End  Stage  Renal  Disease  Facilities  Approved  For 
Ambulance  Transport:  The  following  renal  dialysis  cen- 
ters meet  the  criteria  for  an  approved  destination  of 
Medicare  ambulance  services  for  nonskilled  facility 
patients  effective  September  15, 1995:  Easley  Dialysis 
Center  and  Lexington  Dialysis  Center. 

Ambulance  Transport  of  Nursing  Home  Patients  to 
Physicians*  Office:  Medicare  wiU  not  cover  ambulance 
transport  of  a nursing  home  patient  to  a physician’s  office 
if  it  would  be  less  expensive  for  the  physician  to  visit  the 
patient.  For  more  information  on  ambulance  transport  to 
and  from  a physician’s  office,  please  refer  to  page  1 8 of 
the  July,  1995  Medicare  Advisory  and  page  2 of  the  Feb- 
ruary, 1995  Medicare  Advisory. 
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1995  Physicians*  Current  Procedural  Terminoloe\ 
(CPT)  Codes:  Effective  with  dates  of  service  on  or  after 
January  1, 1996,  the  Department  of  Health  and  Human 
Services  (DHHS)  will  accept  the  new  1996  CPT  codes. 
Either  the  previous  1995  or  the  new  1996  CPT  procedure 
codes  may  be  billed  during  the  grace  period  from  Janu- 
ary 1 , 1996,  through  March  3 1 , 1996.  Effective  with  dates 
of  service  on  or  after  April  1 , 1996,  only  the  1996  CPT 
procedure  codes  wiU  be  accepted. 

Provider  Tax  Identification  Information:  The  DHHS 
was  notified  by  the  Internal  Revenue  Service  (IRS)  of 
inconsistencies  with  Medicaid  provider  files  and  IRS 
records.  If  you  received  a certified  letter  dated  October 
20, 1995,  for  a first  B Notice  or  second  B Notice,  please 
respond  prior  to  December  14  as  instructed.  The  IRS 
requires  the  DHHS  to  withhold  3 1 percent  of  all  payments 
for  those  physicians  who  do  not  respond  before  Decem- 
ber 14, 1995,  until  the  B Notice  is  resolved. 

Surgery  Billing  Workshops:  The  Department  of  Physi- 
cian Services  wiU  be  conducting  statewide  Medicaid 
workshops  to  review  the  material  detailed  in  the  upcom- 
ing bulletin  concerning  surgical  claims  processing.  There 
will  be  no  other  topics  on  the  agenda  except  surgery 
billing  requirements  and  changes  to  our  surgical  reim- 
bursement methodology.  (However,  provider  workshops 


for  all  physicians  are  being  planned  for  1996,  following 
the  distribution  of  the  revised  Medicaid  Manual.) 

The  workshops  are  free  of  charge  and  any  Medicaid 
provider  who  bills  suigical  procedure  codes  is  welcome 
to  attend.  Each  workshop  will  begin  promptly  at  10:00 
am.  Please  bring  the  suigery  bulletin  and  materials  need- 
ed for  taking  notes.  The  following  is  a list  of  dates  and 
locations  of  the  upcoming  workshops: 

Iftesday,  November  21, 1995,  Columbia,  SC 
DHEC  - Peeples  Auditorium 

Wednesday,  November  29, 1995,  Florence,  SC 
Florence/Darlington  Technical  College 
Building  400,  Room  401 

Thursday,  November  30, 1995,  Charleston,  SC 
MUSC  - Psychology  Auditorium 

Thesday,  December  5, 1995,  Greenville,  SC 
Greenville  Memorial  Hospital 
Medical  Staff  Auditorium 

If  you  have  any  questions  about  the  workshops,  please 
call  your  program  manager  at  (803)  253-6134.  □ 


HEART  ASSOCIATION  RESEARCH  GRANTS 

Grant-in-aid  and  Fellowship  applications  are  now  available  from  the  American  Heart  Association,  South  Carolina 
Affiliate,  Inc.,  with  a deadline  of  December  4,  1995,  for  submission  to  the  Association’s  Research  Committee. 
Information  and  application  forms  may  be  obtained  from  the  American  Heart  Association,  South  Carolina 
Affiliate,  Inc.,  PO  Box  6604,  Columbia,  SC  29260,  Telephone:  738-9540  in  Columbia.  Awards  are  activated 
beginning  July  1, 1996. 

General  requirements  are  that  applicants  must  have  advanced  degrees  and  contemplate  significant  basic  or 
cardiovascular  research  in  a non-profit  institution  with  adequate  facilities  for  their  woric. 

This  research  program  is  separate  from  that  of  the  American  Heart  Association,  National  Center,  which  also 
makes  research  awards  to  scientists  in  SC.  Deadlines  are  June  1,  1996,  for  Fellowships  and  July  1,  1996,  for 
Grants-in-Aid.  Applications  will  be  available  in  January,  1996.  Those  interested  in  inquiring  about  the  national 
program  may  write  the  Director  of  Research,  American  Heart  Association,  7320  Greenville  Avenue,  Dallas,  TX 
75231. 

The  National  and  South  Carolina  Heart  Associations’  research  programs  are  financed  by  public  contributions.  □ 
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MEMBERS’  INSURANCE  TRUST 

Exciting  news  from  the  SCMA  Members’  Insurance 
Trust  (MIT),  our  own  health  insurance  plan,  has  been 
sent  to  every  physician  in  the  state.  The  MIT  health 
insurance  is  available  to  all  SCMA  members,  their 
dependents,  and  their  employees. 

This  mailing  announces  a 12  percent  rate  reduction  and 
new  added  benefits,  such  as  preventive  care.  There  are 
also  new  choices  in  options  ranging  from  a $0  to  a 
$1,000  deductible. 

To  obtain  more  information,  call  the  SCMA  in  Colum- 
bia at  798-6207  or  statewide  at  1-800-327-1021  and 
speak  with  Vic  Paschal  (ext.  245)  or  Nancy  Caniff(ext. 
251).  a 


CAPSULES 

Boyce  G.  Tollison,  MD,  Easley,  has  been  named  the  1995 
Family  Riysician  of  the  Year  by  the  SC  Academy  of  Fam- 
ily Physicians.  □ 


CODING  SEMINAR  SERIES 

January  15-18  & February  5-8, 1996 
9:00  am-4.  00  pm.  Registration:  8:30  am 

Our  ever-popular  coding  woikshops  have  taken  on  a new  dimension.  We  have  refined  our  ICD-9-CM  course  and  now 
offer  a basic  and  an  advanced  course,  just  as  we  did  last  year  with  our  CPT  coding  courses.  Taught  by  Wanda  Adams, 
CPC,  of  AMA  Financing  and  Practice  Services,  the  basic  courses  are  designed  to  help  those  with  less  than  five  years’ 
coding  experience,  while  the  advanced  courses  are  more  in  tune  to  the  sophisticated  problems  of  the  long-time  coder. 
These  courses  will  be  offered  as  a week-long  series  in  Columbia  and  in  Charleston.  Tuition  for  the  basic  courses  is 
$150  for  SCMA  members  and  $2(X)  for  non-members.  Tuition  for  the  advanced  courses  is  $175  for  SCMA  members 
and  $225  for  non-members.  Staff  of  SCMA  physician  members  are  eligible  for  the  member  tuition. 

Sheraton  Hotel  and  Conference  Center,  Columbia 

CPT  Ctoding  for  Doctors’  Offices  (basic) January  15 

ICD-9-CM  Coding  for  Doctors’  Offices  (basic) January  16 

Advanced  CPT  Coding  and  Reimbursement  Issues January  17 

Advanced  ICD-9-CM  Coding  and  Reimbursement  Issues.. .January  18 

Radisson  Inn  Charleston  Airport,  Charleston 

CPT  Coding  for  Doctors’  Offices February  5 

ICD-9-CM  Coding  for  Doctors’  Offices February  6 

Advanced  CPT  Coding  and  Reimbursement  Issues ^February  7 

Advanced  ICD-9-CM  Coding  and  Reimbursement  Issues... February  8 

For  more  information,  call  Ginny  Comer  at  798-6207,  ext.  253,  in  Columbia  or  1-800-327-1021  statewide. 

D 


PHYSICIANS  CARE  NETWORK 
UPDATE 

The  Physicians  Care  Network  has  added  yet  another 
employer  group,  Collum’s  Lumber,  effective  Novem- 
ber 1, 1995.  Allendale  Hospital  has  verbally  agreed  to 
Join  the  PCN,  thereby  making  a total  of  50  hospitals. 


SCMA  ANNUAL  MEETING 
APRIL  25-28, 1996 
Charleston  Place  Hotel 
(Formerly  the  Omni) 
Charleston,  SC 

House  of  Delegates  Meetings 
Specialty  Society  Meetings 
Continuing  Medical  Education 
Exhibits 
And  much  more 

MARK  YOUR  CALENDARS  NOW 
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EMERGENCY  MEDICAL  SERVICES  - DO  NOT  RESUSCITATE  ORDERS 


by  Stephen  E WiUlaim,  I D, 


In  recent  years,  the  South  Carolina  General  Assembly 
provided  progressive  mechanisms  for  South  Carolinians 
to  state  their  wishes  about  end-of-life  decisions  through 
the  Death  With  Dignity  Act  and  the  Health  Care  Power 
of  Attorney  Act.  Even  with  these  types  of  advance  direc- 
tives, citizens  with  terminal  illnesses  continued  to  face 
problems  regarding  their  wishes  not  to  receive  resusci- 
tative  treatment  from  emergency  medical  personnel. 
Because  of  their  statutory  and  regulatory  duties.  Emer- 
gency Medical  Services  (EMS)  woilcers  could  not  legal- 
ly follow  these  directives  and  were  required  to  always 
provide  resuscitative  measures,  in  contravention  of  the 
patient’s  advance  directives.  When  terminally  Ul  patients 
began  to  die  at  home  from  their  illness  and  panicking  fam- 
ily members  called  911,  these  patients  were  often  resus- 
citated with  emeigency  life  support  treatment.  Sometimes 
they  were  delivered  to  the  hospital  emergency  room  with 
significant  irreversible  brain  damage  caused  by  lack  of 
oxygen  prior  to  and  during  the  resuscitative  process, 
extending  their  lives  in  a manner  the  patient  had  specif- 
ically sought  to  avoid. 

In  1994,  the  South  Carolina  General  Assembly  respond- 
ed to  this  problem  with  passage  of  the  Emergency  Med- 
ical Services  Do  Not  Resuscitate  Order  Act.  The  Act  is 
codified  at  S.  C.  Code  Ann.  § 44-78-10  et.  seq.  (1995 
Cum.  Supp.)  Regulations  detailing  procedures  for  EMS 
workers  to  follow  in  carrying  out  the  purposes  of  the  Act 
were  approved  by  the  General  Assembly  in  1995.  (See, 
DHEC  Regulation  R 61-7,  § 12(X)  et.  seq.) 


to  communicate  with  a physician  himself  or  herself. 

i 

If  EMS  workers  are  called  to  provide  services  to  a i 
patient  who  has  obtained  an  EMS-DNR  order,  and  the  i 
EMS  workers  find  the  patient  in  cardiac  arrest,  pulmonary ! 
arrest,  or  cardiopulmonary  arrest,  they  must  not  utilize  i 
any  resuscitative  treatment.  Resuscitative  treatment  is 
defined  in  the  Act  as  artificial  stimulation  of  the  car- ; 
diopulmonary  systems  of  the  body,  through  either  elec- 
trical, mechanical,  or  manual  means  including,  but  not 
limited  to,  cardiopulmonary  resuscitation.  EMS  woiic- 
ers  in  this  situation  must  supply  that  degree  of  care  nec- 
essary to  ensure  comfort  of  the  patient  called  for  under  | 
circumstances  that  exist  at  the  time  treatment  is  rendered.  ^ 

In  layman’s  terms,  the  Act  assures  that  a patient  who  | 
has  a terminal  illness  and  desires  not  to  be  resuscitated  i 
should  his  or  her  heart  stop  beating  and/or  respiratory ; 
function  cease  will  not  be  resuscitated  by  EMS  woilcers. 

l 

The  Act  sets  forth  a specific  form  to  be  used  by  physi- 
cians in  issuing  the  EMS-DNR  order.  The  form  requires ! 
the  date,  patient,  agent  or  surrogate  signature,  and  the 
physician’s  signature,  address  and  phone  number.  DHEC 
has  created  a version  of  the  form  to  be  used  by  health  care ; 
providers  to  assure  uniformity  and  quick  recognition  of ; 
the  document  by  EMS  woikers. 

The  order  may  be  revoked  by  the  patient  by  an  oral  state- 1 
ment  to  EMS  workers,  pr  by  mutilating,  obliterating  or ' 
destroying  the  form  itself,  in  any  manner. 


The  EMS-DNR  Order  works  very  differently  from  a 
Living  WiU  or  Health  Care  Power  of  Attorney,  which  are 
available  from  a wide  range  of  sources  and  are  completed 
by  the  patient.  Further,  the  patient  can  be  in  perfectly  good 
health  and  complete  one  of  those  documents.  In  contrast, 
the  EMS-DNR  Order  can  only  be  issued  by  a physician 
to  a patient  who  requests  the  order  and  who  has  a terminal 
condition  as  defined  in  the  Act.  That  is,  the  patient  must 
have  an  incurable  or  irreversible  condition  that  within  rea- 
sonable medical  judgment  could  cause  death  within  a rea- 
sonably short  period  of  time  if  life-sustaining  procedures 
are  not  used.  This  definition  of  teiminal  illness  is  con- 
sistent with  the  definition  of  a terminal  condition  found 
in  the  S.  C.  Death  with  Dignity  Act. 

Additionally,  a surrogate  for  the  patient  under  the  Adult 
Health  Care  Consent  Act  or  an  agent  for  the  patient  under 
the  Health  Care  Power  of  Attorney  Act  can  also  request  that 
a physician  issue  the  EMS-DNR  order  for  a patient  unable 


Physicians  and  EMS  personnel  are  also  granted  lim- 
ited immunity  under  the  Act  when  complying  with  its 
terms  in  good  faith. 

It  is  anticipated  the  orders  will  be  requested  by  rela- 
tively few  patients  with  a terminal  illness.  However,  orga- 
nized groups,  such  as  Hospice,  may  inform  patients  who 
have  strong  feelings  about  resuscitation  of  the  availability 
of  the  orders.  These  orders  will  also  likely  be  helpful 
when  transporting  terminally  ill  patients  from  one  facil- 
ity, such  as  a nursing  home,  to  another  facility.  Physicians 
should  use  caution  in  signing  these  orders.  If  possible, 
talk  to  the  patient  and  be  sure  he  or  she  understands  the 
consequences  of  the  order. 
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Following  is  a sample  form  for  office  use.  If  you  need 
additional  forms,  please  contact  DHECs  Emergency  Med- 
ical Services  Division  in  Columbia  at  (803)  737-7204.  □ 


—South  Carolina 

)HEC 

n»nl  of  HoflAh  and  EfMftonriMii  CorVol 


Emergency  Medical  Services 
Do  Not  Resuscitate  Order 


SOUTH  CAROLINA 
EMERGENCY  MEDICAL  SERVICES 


DO  NOT  RESUSCITATE  ORDER 

NOTICE  TO  EMS  PERSONNEL 

This  notice  is  to  inform  all  emergency  medical  personnel  who  may  be  called  to  render 

assistance  to that  he/she  has  a terminal  condition  which  has 

(Name  of  Patient) 

been  diagnosed  by  me  and  has  specifically  requested  that  no  resuscitative  efforts  including 
artificial  stimulation  of  the  cardiopulmonary  system  by  electrical,  mechanical,  or  manual 
means  be  made  in  the  event  of  cardio-pulmonary  arrest. 

REVOCATION  PROCEDURE 

THIS  FORM  MAY  BE  REVOKED  BY  AN  ORAL  STATEMENT  BY  THE  PATIENT  TO  EMS 
PERSONNEL,  OR  BY  MUTILATING,  OBLITERATING,  OR  DESTROYING  THE  DOCUMENT 
IN  ANY  MANNER. 


Date; 

Patient’s  Signature  (or  Surrogate  or  Agent) 

Physician’s  Signature 

Physician’s  Address 

Physician’s  Telephone  Number 

A-1897  8/95 


DNR  INFORMATION  FOR  THE  PATIENT,  THE  PATIENT'S  FAMILY,  THE  HEALTH 

CARE  PROVIDER  AND  EMS  PERSONNEL 

1 . Responsibilities  of  the  Patient  or  his/her  Surrocrate  or  Agent 

The  patient  and  his/her  surrogate  or  agent: 

Will  make  all  care  givers  aware  of  the  location  of  the 
EMS  DNR  Form  and  will  ensure  that  the  form  is  displayed 
in  such  a manner  that  it  will  be  visible  and  available 
to  EMS  personnel . 

Understand  the  consequences  of  refusing 
resuscitative  measures. 

Are  aware  that  if  the  form  is  altered  in  any  manner 
resuscitative  measures  will  be  initiated. 

Understand  that  in  all  cases,  supportive  care  will  be 
provided  to  the  patient. 

2 . Responsibilities  of  the  Health  Care  Provider  (Physician) 

The  patient's  physician: 

Has  determined  that  the  patient  has  a terminal 
condition . 

Has  completed  the  patient's  EMS  DNR  Form. 

Hds  explained  to  the  patient  and  family  the 
consequences  of  withholding  resuscitative  care; 
the  medical  procedures  that  will  be  withheld  and  the 
palliative  and  supportive  care  that  will  be 
administrated  to  the  patient. 

3 . Responsibilities  of  EMS  Personnel 

EMS  personnel : 

Will  confirm  the  presence  of  the  EMS  DNR  Form  and  the 
identity  of  the  patient. 

Upon  finding  an  unaltered  EMS  DNR  Form,  will  withhold 
or  withdraw  resuscitative  measures  such  as  CPR, 
endotracheal  intubation  or  other  advanced  airway 
management,  artificial  ventilation,  defibrillation, 
cardiac  resuscitation  medication  and  related 
procedures . 

Will  provide  palliative  and  supportive  treatment  such 
as  suctioning  the  airway,  administration  of  oxygen, 
control  bleeding,  provision  of  pain  and  non-cardiac 
medications,  provide  comfort  care  and  provide 
emotional  support  for  the  patient  and  the  patient's 
family. 

Will  assure  that  the  DNR  Form  accompanies  the  patient 
during  transport . 


BACKFIRE:  AHCPR  PRACTICE  GUIDELINE 
FOR  ACUTE  LOW  BACK  PAIN 

RUDOLPH  H.  de  JONG,  M.  D.* 


The  most  frequent  reason  for  a patient  to  visit 
his/her  physieian  is  PAIN;  and  the  one  et)ni- 
plaint  near  the  top  of  a long  list  of  aehes  and 
pains  is  low  hack  pain.  Worse,  for  people 
under  45  low  baek  problems  are  the  most 
eommon  eause  of  disability.'  Clearly,  treating 
low  baek  pain  (LBP)  early  and  adequately 
earries  enormous  soeietal  eonsequenees  in 
eost,  produetivity,  workdays  lost,  and  in  per- 
sonal misery.- 

No  wonder  then  that  the  Publie  Health  Ser- 
viee  has  taekled  this  problem  with  vigor, 
frankness  and  laudable  eourage;  for  reducing 
disability  and  minimizing  overtreatment  will 
save  the  Government  billions  and  South  Car- 
olina millions  of  dollars.  At  painful  issue  is 
whether  the  executive  agent  (AHCPR;  Agen- 
cy for  Healthcare  Policy  and  Research)  mea- 
sured up  to  this  complex,  unenviable  and 
likely  thankless  task  with  its  customary 
demographically  and  occupationally  balanced 
“expert  panel”  consensus  document.** 

This  paper  summarizes  Guideline  conclu- 
sions, recommendations  and  omissions,  and 
expands  on  some  contentious  practice  issues 
of  immediate  concern  as  much  to  “gatekeep- 
er” physicians  as  to  “specialist”  practitioners. 


*Address  corre.spondence  to  Dr.  de  Jong  at  Carolina 
Pain  Center.  HealthSouth.  1 7 Richland  Medical  Park, 
Columbia.  SC  29203. 

**“Acute  Low  Back  Problems  in  Adults:  Assessment 
and  Treatment” 

(a)  Clinical  Practice  Guideline  (complete  text  & tables); 
AHCPR  document  number  9.3-0642 

(b)  Quick  Reference  Guide  for  Clinicians  (clinical 
guideline);  AHCPR  document  number  95-0643 

(c)  Understanding  Acute  Low  Back  Problems  (patient 
guide);  AHCPR  document  number  95-0644 

Call  AHCPR  orderline  (800/358-9295)  for  documents 
95-0643  and  95-0644  at  no  charge;  or  call  InstantFAX 
(3()l/594-28()0).  The  complete  "Clinical  Practice 
Guideline”  is  sold  ($45.50)  by  the  Government  Printing 
Office. 


For  a consensus  reached  by  a 23-member 
panel  comprising  lay,  consumer,  clergy,  legal, 
nursing,  behavioral,  therapist,  chiropractic, 
osteopathic  and  allopathic  representatives 
may  be  well  suited  to  piescribing  cost-effec- 
tive healthcare  strategies,  but  backfires  when 
prescribing  patient  treatment  protocols. 

These  guidelines  now  are  in  the  public 
domain  and  widely  accessible  to  the  media — 
not  to  mention  insurers,  healthcare  organiza- 
tions, administrators  and  trial  attorneys.  In  a 
frightening  sense  these  well-intentioned 
guidelines  assume  the  mantle  of  government- 
sanctioned  practice  standards,  guiding  utiliza- 
tion review  and  reimbursement  for  the  health- 
care industry;  with  denial  (or  worse)  the 
penalty  for  deviation. 

CONCEPT 

Because  of  inherent  evolutional  engineering 
flaws  in  adapting  a spinal  column  designed 
for  horizontal  quadriped  orientation  to  an 
upright  biped  position,  man's  lumbar  spine  is 
subject  to  stresses  and  strains  that  far  exceed 
the  original  specifications.  No  wonder  that  at 
any  given  time  about  half  the  adult  U.  ,S. 
working  population  has  back  symptoms,  suf- 
ficiently intense  in  some  15  to  20  percent  to 
seek  medical  attention.' 

The  good  news  is  that  about  90  percent  of 
patients  with  acute  LBP  recover  spontaneous- 
ly within  a month,  with  little  or  no  medical 
intervention  needed.  The  bad  news  is  that  we 
don't  deal  well  with  the  residual  10  percent 
who  don't  improve  within  the  magic  one- 
month  window,  and  who  stand  a fair  chance 
to  edge  ever  closer  to  the  abyss  of  chronic 
intractable  refractory  back  pain  and  attendant 
impairment.’ 

The  Guideline's  elemental  philosophy — 
shift  treatment  focus  from  relief  of  pain  to 
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return  of  I unclionality  aiui  activity  toler- 
ance— is  a credit  to  the  panel's  eoniinon- 
sense  approach.  As  is  the  thesis  of  triage  and 
repeated  reassessment  to  separate  the  90  per- 
cent “will  recover”  majority  from  the  10  per- 
cent “red  Hag”  lew  that  demand  immediate 
attention.  Or  (rephrased)  separating 
myoskeletal  Irom  neurogenie/spondylitie 
back  pain. 

INITIAL  ENCOUNTER 

Few  would  (or  could)  find  fault  with  the 
guideline’s  methodology  for  Patient  Assess- 
ment, Medical  History,  Physical  Examination 
or  Behavioral  Appraisal.  These  sections  lay 
the  foundation  for  establishing  an  initial  base- 
line against  which  to  gauge  subsequent 
progress  (or  regression),  offer  sound  criteria 
for  identifying  danger  signals  that  call  for  fur- 
ther investigation  (and  perhaps  intervention), 
and  reason  persuasively  for  eliminating 
unnecessary,  uncomfortable,  expensive  and 
low-yield  tests  for  simple  self-limited  back 
disorders. 


The  guidelines  for  uncovering  function- 
threatening  signs  and  symptoms  arc  well-con- 
sidered and  inclusive,  yet  comprehensive. 
'I'he  factual  algorithms  help  formulate  an 
organized  approach  to  call  for  help  if  and 
when  needed,  'fable  I (adapted  from  the 
Guideline)  isolates  the  major  threat  factors 
(“red  Hags”)  of  fracture,  tumor,  infection,  or 
neural  compression  that  demand  further 
investigation  and  urgent  attention. 

tria(;e 

Following  the  above  initial  appraisal  acute 
(less  than  four  weeks)  low  back  pain  with 
focused  medical  history  and  physical  exami- 
nation, patients  can  be  triaged  into  three  cate- 
gories, plus  a fourth  exclusion  group. 

I.  NONSPECIEIC:  Mainly  localized  EBP 
with  at  most  limited  radiation  to  the  buttocks. 
No  red  flags.  No  special  studies  needed  in  the 
first  acute  phase  month,  unless  reassessment 
shows  regression.  Probably  myoskeletal  or 
postural  (“sprains  and  strains”).  Recovery, 


TABLE  1 

“RED  FLAG”  WARNINGS:  HISTORY,  SYMPTOMS,  SIGNS 


FRACTURE 

TUMOR  OR  INFECTION 

NEURAL  COMPRESSION 

Maior  Trauma 

Tumor 

Saddle  Anesthesia 

- vehicle  accident 

- under  20  or  over  50  years 

- history 

- steep  fall 

- history  of  cancer 

- exam 

- unexplained  weight  loss 

- bladder  dysfunction 

- lax  anal  sphincter 

Minor  Trauma 

Infection 

Leg  Muscle  Weakness 

- elderly 

- undiagnosed  fever  and  chills 

- gait  imbalance 

- osteoporosis 

- watch  out  for  UTI 

- foot  drop 

- stiff  neck 

- knee  extension  (E3) 

- headache 

- heel-walk  (L4) 

- big  toe  extension  (L5) 

Immune  Suppression 

- steroid  therapy 

- transplant 
-HIV 

- toe-walk  (SI) 

Adapled  from  AHCFR  "Guidelines,  " Table  /' 
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willi  minimal  intervention  other  than  exereise 
or  therapy,  likely  within  a month. 

II.  SCIATICA:  Lower  extremity  symptoms 
(pain,  weakness,  or  both)  originating  in  lower 
back.  Suggests  lumbosacral  root  or  sciatic 
nerve  compression.  Requires  I'urther  assess- 
ment. medication,  and  possibly  ret'erral  for 
definitive  correction.  Motor  weakness 
demands  urgent  investigation;  otherwise,  ini- 
tiate conservative  treatment  and  reassess  fre- 
quently to  gauge  therapeutic  response. 

III.  POTENTIALLY  SERIOUS:  The  “Red 
Flag"  category — possible  traumatic  or  patho- 
logic fracture,  primary  or  metastatic  tumor, 
infection  (don't  overlook  hematogenous 
spread),  spinal  cord  conus  or  lumbosacral 
root  compression.  Demands  priority  investi- 
gation. consultation,  possibly  referral. 

IV.  NON-SPINAL:  The  "Red  Herring"  cate- 
gory— vascular  claudication,  lumbosacral 
plexopathy  (tumor,  radiation),  polyneuropa- 
thy. referred  abdominal  or  pelvic  pain,  and  so 
on. 

THERAPEUTIC  INTERVENTION 

My  bone  of  contention  with  the  “Clinical 
Practice  Guideline” — and  one  that  concerns 
every  physician  treating  LBP — lies  with  the 
therapies  recommended  or  at  least  condoned, 
against  the  therapies  considered  of  unproved 
or  dubious  benefit,  or  downright  unwarrant- 
ed. For  instance,  musele  relaxants  are  brushed 
off.  and  muscle  trigger  point  injections  con- 
demned. yet  these  helped  me  (and  others)  get 
right  back  to  work.  On  the  other  hand,  spinal 
manipulation  is  considered  of  sufficient 
“proven”  benefit  to  be  recommended,  based 
on  the  chiropractic  literature.  Hum! 

No  argument  whatever  that  minimizing  bed 
rest  is  beneficial,  and  that  back  rehabilitation 
should  start  soonest.  It  is  the  hint  of  authorita- 
tive practice  standard  and  government  sanc- 
tion behind  the  praise  and  the  condemnation 
that  implies  inappropriate  treatment  should 
one  elect  an  alternate  therapeutic  approach.*  1 


find  that  worrisome,  if  not  frightening;  and  so 
shoidd  you. 

Acetaminophen  arguably  is  the  safes!  anal- 
gesic. but  whether  it  is  as  e/feeiive  an  anal- 
gesic as  opioids  is  rather  dubious.  Many  of  us 
have  seen  cases  of  acute  disc  herniation  or 
hone  infection  with  pain  so  se\ere  as  to 
require  relief  with  opioid  therapy — doubtlid 
that  a handful  of  Tylenol  or  aspirin  tablets 
would  have  done  much  good."  The  argument 
that  one-third  of  patients  given  opioids 
respond  poorly  to.  and/or  progress  to  drug 
dependence  is  as  patently  absurd  as  is  the  rec- 
ommendation to  manipulate  the  spine  in  lieu 
of  any  medication  at  all.  1 doubt  that  the 
patient  in  agony  with  hack  pain  would  appre- 
ciate either  a lecture  on  the  evils  of  opichds  or 
hands-on  manipulation — all  (s)he  wants  is 
immediate  relief.  No  sane  physician  sanctions 
indiscriminate  opioid  use.  hut  neither  should 
we  countenance  needless  suffering. 

RED  ELAG  CONDITIONS 

Although  the  triage  algorithm  for  detecting 
potentially  serious  spine  disorders  will  serve 
clinicians  well,  the  means  offered  for  treating 
red  Bag  problems  at  times  appear  to  be  more 
panel  majority  vote  than  solid  scientific  fact. 
For  instance,  prognostic  trial  of  non-invasive 
epidural  steroid  injection  prior  to  surgical  dis- 
cectomy seems  a sensible  low-risk  alternative 
when  a bulging  intervertebral  disc  causes 
lumbar  radicular  pain  without  motor  deficit. 
This  cost-saving  therapy,  often  therapeutic  of 
itself,  is  a common  prelude  to  surgical  inter- 
vention in  the  Midlands  — and  likely  in  the 
rest  of  the  state. 

To  be  sure,  controlled  studies  of  epidural 
steroid  injection  are  few  and  seldom  ade- 
quate. and  the  benefits  are  mostly  anecdotal.'’ 
But  then,  any  treatment  of  low  hack  pain,  and 
I daresay  including  spine  manipulation, 
remains  a black  art  that,  other  than  sponta- 
neous recovery,  has  not  yet  found  a fully  sat- 
isfactory solution. 

STANDARD  OF  PRACTICE? 

A balanced  community  cross-section  commit- 
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tee  may  be  the  demoeratie  way  I'or  Ibnmilat- 
ing  national  eonsensns  poliey,  but  hardly 
seems  tlie  appropriate  roriim  I'or  Judging — let 
alone  making — elinieal  praetiee  reeommen- 
dations.  The  gravest  praetiee  eoneerns  are: 

(a)  By  I'aeile  implieation,  therapeutie  guide- 
lines intended  for  managing  benign  self- 
limiting  aeiite  onset  low  baek  pain  eould 
well  be  extended  to  the  10  pereent  of 
patients  with  serious  or  refraetory  spine 
problems. 

(b)  Likewise,  patients  with  chronic  intract- 
able low  baek  pain  eould  well  be  lumped 
indiscriminately  with  the  targeted  acute 
pain  population.  Although  the  diagnostic 
criteria  and  therapeutic  options  are  totally 
different  for  the  chronic  pain  group,  the 
temptation  to  cut  costs  may  override 
patient  interests. 

Like  it  or  not,  a de  facto  practice  standard 
for  managing  low  back  pain  problems  has 
been  published — it  will  be  read  and  quoted 
not  just  by  physicians,  but  by  carriers,  hospi- 
tal administrators,  claims  adjusters,  workers 
compensation  agencies,  patient  advocacy 
groups.  Journalists,  Medieare/Medicaid  agen- 
cies....and  by  trial  attorneys.  Become  familiar 
with  the  “Quick  Reference  Guide  for  Clini- 
cians,” document  why  you  selected  a differ- 
ent treatment  program,  and  make  the  patient 
part  of  the  decision-making  process.  It  will 
heal  your  patient,  speed  your  claim,  and  save 
you  grief  in  the  future. 

SUMMARY 

The  AHCPR  “Guideline  for  Acute  Low  Back 
Problems  in  Adults”  is  a must-read  for  every 
South  Carolina  physician  treating  low  back 


pain.  The  25-page  pamphlet  excels  as  a prac- 
tical guide  for  swiftly  triaging  acute  low  baek 
problems  into  the  90  percent  majority  who 
recover  within  a month,  from  the  few  “red 
Hag”  and  “red  herring”  serious  back  problems 
requiring  urgent  attention.  But  the  Guideline 
panel  overstepped  its  policymaking  mandate 
by  venturing  into  the  quicksand  of  treatment 
by  committee  edict,  rather  than  by  on-the- 
spot  caretakers.  The  rumbling  backfire  is  that 
U.  S.  Government  document,  intended  as 
practice  guideline  for  routine  acute  back 
care,  will  come  to  haunt  us  as  a practice  stan- 
dard for  all  back  care.  One-size-fits-all  pro- 
posals for  the  majority  short-change  the  few 
with  more  demanding  healthcare  resource 
requirements.  Be  sure  to  read  the  pamphlet; 
your  patients,  insurers,  providers,  administra- 
tors. Journalists  and  attorneys  will!  'I 

refp:rences 

1.  USPHS  Agency  for  Health  Care  Policy  and 
Research:  Acute  low  back  problems  in  adults 
Assessment  and  Treatment.  Clinical  Practice  Guide- 
line. AHCPR  Publication  No.  95-0643.1995  (25- 
page  booklet). 

2.  Deyo  RA,  Cherkin  D,  Conrad  D,  Volinn  E:  Cost, 
controversy,  crisis:  low  back  pain  and  the  health  of 
the  public.  Ann  Rev  PubI  Health  12  : 14  1-1  56. 
1991. 

3.  Hasue  M:  Pain  and  the  nerve  root:  an  interdisci- 
plinary approach.  Spine  18:2053-2058,1993. 

4.  Von  Korff  M,  Barlow  W,  Cherkin  D,  et  al:  Effects 
of  practice  style  in  managing  back  pain.  Ann  Intern 
Med  121:187-195,1994. 

5.  Saal  JS:  The  role  of  inflammation  in  lumbar  pain. 
Phys  Med  Rehab  4: 1 9 1 - 1 98, 1 990. 

6.  Bowman  SJ,  Wedderburn  L,  Whaley  A et  al:  Out- 
come assessment  after  epidural  corticosteroid  injec- 
tion for  low  back  pain  and  sciatica.  Spine  18:1345- 
1350,1993. 

7.  Deyo  RA:  Pads  in  the  treatment  of  low  back  pain.  N 
Engl  J Med  325: 1 039- 1 040, 1991. 


468 


The  Journal  of  the  South  Carolina  Medical  Association 


SCHAMBERG’S  DISEASE:  A CASE  REPORT 

LESA  BETHEA.  M.  D.* 


The  purpose  of  this  report  is  to  present  and 
describe  a case  of  Schamberg’s  Disease,  a 
benign  and  poorly  understood  condition  that 
can  mimic  serious  causes  of  purpura. 

CASE  REPORT 

A 71 -year-old  white  male  with  a history  of 
atrial  fibrillation,  hypertension,  congestive 
heart  failure,  chronic  obstructive  pulmonary 
disease,  chronic  venous  insufficiency  and 
peptic  ulcer  disease  presented  with  a one- 
week  history  of  worsening  pruritic  rash  on 
the  legs,  right  arm  and  lower  back.  The 
patient  denied  any  bleeding,  fevers  or  insect 
bites.  His  medications  included  digoxin, 
lasix,  vasotec,  cardura  and  pepcid.  Physical 
examination  revealed,  in  addition  to  his 
chronic  venous  stasis  dermatitis,  small  groups 
of  rust-colored  petechial  - like  lesions  were 
.scattered  on  the  lower-legs,  right  inner  fore- 
arm and  lower  back  (Figure  1.) 

Diagnostic  Maneuver  (Rumpel-Leede  or  Pos- 
itive Tourniquet  Test):  An  increase  was  noted 
in  the  number  of  lesions  on  the  right  lower 
forearm  when  the  blood  pressure  cuff  was 
intlated  just  above  the  patient’s  systolic  blood 
pressure  for  one  to  two  minutes. 

Biopsy  (Punch  Biopsy  3mm  x 2);  The  pathol- 
ogist reported  a mild  superficial  lymphocytic 
vasculitis  in  the  upper  dermis  associated  with 
extravasation  of  red  blood  cells.  The  patholo- 
gist also  reported  a mild  capillary  endothelial 
swelling. 

Based  on  these  findings,  a diagnosis  of 
Schamberg’s  Disease  (Chronic  Pigmented 
Purpura,  Progressive  Pigmented  Purpuric 


*Department  of  Family  and  Preventive  Medicine. 
University  of  South  Carolina  School  of  Medicine,  5 
Richland  Medical  Park,  Columbia,  SC  29203. 


Dermatosis,  Sehamberg’s  Pitrpura.  Purpura 
Pigmentosa  Chronica)  was  made. 

The  patient  was  treated  with  an  over-the- 
counter  hydrocortisone  and  an  oral  antihis- 
tamine. Follow-up  at  one  week  revealed  a 
decrease  in  the  number  of  extent  of  lesions.  A 
follow-up  of  four  weeks  showed  the  patient’s 
lesions  to  have  almost  completely  resolved. 
Only  a few  lesions  remained  on  the  lower 
legs. 

DISCUSSION  AND  SUMMARY 

The  incidence  and  prevalence  are  unknown. 
There  are  only  a few  case  reports  in  the  litera- 
ture. Though  first  described  in  children  the 
disease  is  thought  to  be  an  uncommon  pedi- 
atric problem.  It  is  more  common  in  males 
than  females. 


Figure  1. 
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'I'he  disease  was  originally  deserihed  in 
1901  by  Seliainberg  in  a 15-year-old  boy  as 
“dilTuse.  reddish-brown,  non-elevaled  irregu- 
lar oval  palehes"  with  borders  eonsisling  of 
"pin  head  si/e.  reddish-brown,  sealy  elevated 
punela  or  eayenne-pepper  spots." 

Patients  usually  present  with  asymptoinatie 
rust-eolored  elusters  of  peteehiae  and  brown- 
ish pigmentation  still  best  deseribed  as 
•Sehamberg  did  originally.  Mild  erythema  and 
sealing  may  sometimes  eause  itehing.  Lesions 
most  et)mmonly  oeeur  on  the  lower  extremi- 
ties. inekiding  the  feet,  but  sometimes  appear 
on  the  upper  body.  There  are  no  diagnostie 
laboratory  tests,  and  platelet  eenmts  and  elot- 
ting  faetors  are  normal. 

.Simply  put.  this  is  a eapillaritis  with 
extravasation  of  red  blood  eells  and  pigment. 
Sehamberg's  original  report,  based  on 
mieroseopy.  was  a "normal  epidermis,  and 
infiltrate  of  lymphocytes  and  polymorphonu- 
clear eells  in  the  sub-papillary  and  papillary 
portions  of  the  cutis,  dilated  papillary  blood 
vessels  and  lymph  spaces,  and  proliferation 
of  the  endothelial  lining  of  the  blood  vessels." 
Five  different  conditions  share  similarly  his- 
tologies: Progressive  pigmetary  dermatosis  of 
.Sehamberg.  the  annular  telangiectatic  purpura 
of  Majocchi.  the  lichenoid  purpuric  dermatitis 
of  Gourgerot  and  Blum,  the  eczematoid 
pupuras  of  Doucas  and  Kapetanakis.  and  the 
localized  variant  termed  lichen  aureus.  Most 
authors  report  a perivascular  mononuclear 
infiltrate  extending  into  the  reticular  dermis. 
Usually  seen  are  extra\asated  erythrocytes 
with  hemosiderin  laden  macrophages. 

Lawler  has  found  "aneurvsmal  dilation  of 


the  dome  portion  of  end-capillaries"  in  the 
superficial  \aseular  bed.  Rupture  of  the 
aneurysms  results  in  purpura,  and  deposition 
ol'  hemosiderin  results  in  pigmentation. 

Many  causes  have  been  proposed  but  none 
have  been  proven.  Past  theories  include  irrita- 
tion from  wool  clothing,  ingestion  of  aectyl- 
salieylie  acid,  earbamols  or  meprobamate. 
Recent  work  by  Aiba  and  Tajami'  suggest  a 
cellular  immune  reaction  may  play  a part. 

The  differential  diagnosis  includes  more 
serious  entities:  Henoeh-Sehoenlein  purpura, 
drug  sensitivity  purpura,  thrombocytopenia 
purpura,  purpura  due  to  infection,  purpura 
due  to  blood  dyscrasias.  contact  dermatitis, 
collagen  vascular  disease,  paraproteinemia, 
cryoglobulinemia.  The  patient  should  be  reas- 
sured that  there  is  no  systemic  disease  and 
informed  that  pigmentation  may  last  for  years 
and  can  be  covered  with  cosmetics,  such  as 
Dermablend®.  if  desired.  Mild  itching  and 
erythremia  respond  quickly  to  group  V topi- 
cal steroids.  The  lesions  may  last  for  months 
or  years  and  present  only  a cosmetic  problem. 
There  is  no  associated  hematologic  or  internal 
disease.’"  “1 
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THE  STARE  THAT  SAID  IT  AEL 

She  was  10  years  old  — small,  frail,  sweet 
smile,  but  al'raid.  In  this  small  orphanage  in 
south  India’s  remote  highland  province  of 
Tamil-Nadu,  this  child,  one  among  260,  was 
diagnosed  with  rheumatic  heart  disease  and 
mitral  stenosis.  She  was  symptomatic  on  the 
slightest  exertion,  and  a previous  echocardio- 
gram had  reported  a severely  restricted  mitral 
valve  area  and  a dilated  left  atrium.  When  1 
asked  to  examine  the  child,  she  walked  up 
one  night  of  stairs  to  my  room  only  to  present 
with  severe  dyspnea  and  tachycardia.  Her 
colorful  sari  danced  to  the  rhythm  of  a heav- 
ing left  precordium  signifying  marked  cardiac 
enlargement.  Easily  palpable  was  the  frightful 
rumbling  grade  four  diastolic  murmur  of 
mitral  stenosis  with  the  pounding  SI.  The 
child’s  eyes  reflected  fear  and  despair  as  she 
and  her  family  had  been  told  that  cure  could 
only  come  by  surgical  open-heart  repair  — a 
financially  hopeless  option  for  them.  In  sum- 
mary, she  was  in  sentence  of  death,  the  only 
variable  being  — when? 

Four  of  us  were  visiting  the  orphanage  rep- 
resenting our  church  which  had  offered  sup- 
port to  this  institution  for  about  17  years.  We 
had  come  to  bring  whatever  assistance  we 
could  to  the  small  orphanage  which  was  nes- 
tled in  a small  valley  surrounded  by  lush 
green  jungle  covered  mountains. 

As  I pondered  the  plight  of  the  small  frail 
child,  I requested  a consultation  with  a\>hysi- 
cian  in  a local  village.  This  doctor  attended 
those  in  the  institution  when  illness  required 
his  services,  and  he  was  gracious  in  receiving 
us  in  his  home  one  afternoon  after  office 


hours.  After  delightful  dish  of  sliced  mangos 
and  a cup  of  coffee,  I showed  him  the 
echocardiogram  that  had  confirmed  tight 
mitral  stenosis,  and  I inquired  as  to  the  possi- 
bility of  balloon  dilatation  of  the  valve  since 
this  would  be  a much  less  expensive  proce- 
dure than  open-heart  repair.  Third  world 
countries  with  very  high  incidence  of 
rheumatic  heart  disease  have  necessarily 
adapted  this  form  of  valv  uloplasty  on  a large 
scale  for  valvular  stenosis.  Their  proficiency 
in  successfully  instituting  this  procedure  is 
well  recognized  in  the  cardiology  w'orld.  The 
physician  concurred  in  the  diagnosis  and  in 
the  proposed  therapeutic  option.  He  went  on 
to  say  that  he  had  a good  friend  and  former 
roommate  who  was  an  invasive  cardiologist 
and  chief  of  the  department  in  a large  hospital 
in  Madras.  With  our  approval,  he  obtained  a 
quick  telephone  consultation  with  the  cardiol- 
ogist and  arranged  for  the  child  to  be  seen  by 
him  the  following  week  at  which  time  evalua- 
tion for  balloon  valvuloplasty  would  be 
made.  Upon  discussion  of  the  cost  of  the  pro- 
cedure and  to  our  utter  surprise,  we  were 
quickly  offered  a significant  reduction  in 
price.  The  physician  in  some  detail  expressed 
his  appreciation  and  that  of  his  cardiologist 
friend  for  our  visit  to  their  country  and  our 
interest  and  contribution  to  the  welfare  of 
their  people.  He  was  cordial  and  sincere  in 
his  comments.  He  was  a kind  man. 

We  returned  to  the  orphanage  carrying  with 
excitement  our  message  of  hope  for  the  child. 
The  message  was  sent  to  her  father,  a poor 
farm  worker  five  miles  across  the  mountain. 
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to  come  and  make  arrangemenls  to  carry  liis 
daugliler  to  Madras. 

lie  arrived  the  next  night  to  receive  tlie  mes- 
sage c)l  liope  about  liis  eliild.  After  plans  had 
been  confirmed  for  the  tri|i  and  for  payment, 
we  had  a brief  session  of  prayer  and  prepared 
to  retire  for  the  night.  The  father  walked  over 
to  me,  and  I extended  my  hand  to  shake  his  in 
a gesture  of  affirmation.  He  then  clasped  both 
of  his  hands  around  mine  and  his  deep  set 
eyes  now  moist  with  tears  caught  mine  in  a 
eonneeted  fixation  that  penetrated  my  heart 


and  soul.  In  that  extended  moment  the  lan- 
guage barrier  between  us  melted  as  he  gently, 
silently  and  sincerely  said  — “thank  you.” 

We  have  subsequently  learned  that  the 
valvuloplasty  was  successful  and  the  child  is 
doing  well. 

N.  B.  Baroody,  M.  I). 

McLeod  Family  Medicine  Center 
555  E.  Cheves  Street 
Florence,  SC  29506-2617 


JOIN  THE  FIGHT  AGAINST  THE  FLU! 


Few  of  us  have  not  been  subjeeted  to  the 
discomfort  and  inconvenience  of  the  flu  at 
some  point  in  time.  Perhaps  this  familiarity 
has  fostered  a certain  eomplaeeney  regarding 
yearly  inlluenza  immunizations.  However,  in 
any  given  year,  10, 000  to  40,000  deaths  in  the 
United  States  occur  as  a result  of  influenza 
complications.  The  elderly  are  vulnerable, 
partieularly  those  who  smoke  and  those  with 
ehronie  eardiovascular  or  pulmonary 
conditions. 

The  1994  data  on  influenza  immunizations 
(paid  elaims)  for  non-HMO  Medicare 
benefieiaries  reveals  a national  immunization 
rate  of  38  percent  (U.  S.  total).  The  rate  for 
South  Carolina  is  37  pereent,  with  the  rate  for 
Caucasians  being  42  percent  and  for  Afriean 
Americans  22  percent.  Total  immunizations 
vary  by  county,  with  Calhoun,  Clarendon, 
Florenee,  and  Chester  counties  having  rates 
of  42  to  45  pereent,  compared  to  MeCormick, 
Saluda,  Fairfield  and  Jasper  eounties,  with 
rates  of  14  to  26  percent.  Several  national 
surveys  indicate  that  a significant  number  of 
Medieare  beneficiaries  may  have  received 
immunizations  that  were  not  billed  to 
Medicare. 

In  1993,  Medieare  Part  B began  paying  for 
influenza  immunizations.  Reeognizing  this 


potential  threat  to  the  Medicare  population, 
the  Health  Care  Financing  Administration 
(HCFA)  has  launched  a national  campaign  to 
increase  influenza  immunizations  among 
beneficiaries.  Under  the  direction  of  HCFA, 
Carolina  Medical  Review  (CMR)  is  working 
with  earriers  and  publie  health  agencies  to 
coordinate  statewide  efforts  to  increase 
awareness  about  influenza  immunizations 
among  beneficiaries. 

CMR  is  encouraging  the  medical 
community  to  participate  in  this  effort. 
Brochures  and  posters  on  influenza 
vaccinations  are  being  distributed  to  hospitals 
and  physician  offices.  CMR  is  also  helping  to 
coordinate  statewide  influenza  vaccination 
drives  at  several  senior  sites. 

For  more  information  on  how  to  get 
involved  in  this  campaign,  please  call  Diana 
Zona,  CMR  Outreach  Specialist,  at  1-800- 
922-3089  or  (803)  731-8225,  extension  203. 

D.  Nelson  Gunter,  M.  D. 

Principal  Clinical  Coordinator 
Carolina  Medical  Review 
101  Executive  Center  Drive 
Suite  123 

Columbia,  SC  29210 
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Letters  to  tlje  Editor 


To  the  Editor; 

August  15,  1995  marked  the  50th  anniver- 
sary of  the  formal  end  of  World  War  II.  In  not 
many  years  the  interest  in  this  war  will  be 
similar  to  the  interest  that  so  many  have  had 
in  the  Civil  War.  Veterans  of  World  War  II  are 
dying  at  a rapid  rate,  as  one  can  see  from 
obituary  pages  throughout  the  country.  Soon 
there  will  not  many  of  us  remaining.  1 feel 
that  it  would  be  good  to  leave  as  much  histo- 
ry of  the  medical  profession  in  South  Caroli- 
na and  our  part  in  World  War  II  as  we  can 
leave  for  future  generations  . 

We  are  interested  in  those  who  served  as 
physicians  during  World  War  II,  whether  in 
the  United  States  of  other  countries,  particu- 
larly those  in  combat  areas;  and  those  who 
were  in  the  Armed  Forces  prior  to  becoming 
physicians.  We  would  also  like  some  history 
from  nurses  and  those  who  served  in  the 
women’s  branches  of  the  Armed  Forces 
(WAC,  WAVE,  etc.). 

So  to  all  of  you  who  served  in  World  War 
II,  please  begin  thinking  about  what  you  were 
doing  more  than  50  years  ago.  Any  notes, 
manuscripts,  diaries,  etc.  that  you  have  will 
be  appreciated.  Tape  recordings  of  your  expe- 
rience will  be  preferable  and  probably  easier, 
but  typed  or  handwritten  notes  will  be  appre- 
ciated. Please  send  to  me  at  the  Waring 
Fibrary,  MUSC,  171  Ashley  Ave.,  Charleston, 
SC  29425. 

Charlie,  please  edit  this  in  any  way  you 
wish.  1 hope  all  is  well  with  you. 

Laurie  L.  Brown,  M.  D. 

Professor  Emeritus 

Department  of  Anesthesiology,  MUSC 

171  Ashley  Avenue 

Charleston,  SC  29425-2207 


To  the  Editor; 

As  you  know,  there  are  several  thousand 
physicians  in  South  Carolina,  both  active  and 
retired,  who  have  unpublished  stories  of  their 
own  to  tell. 

As  a suggestion,  to  put  additional  life  into 
the  journal,  you  may  want  to  set  aside  a sec- 
tion entitled  “Odds  & Ends.” 

(For  example,  1 formerly  practiced  in  Wash- 
ington, D.  C.,  and  was  once  told  by  a former 
member  of  the  French  Foreign  Legion  that 
this  military  unit  was  not  accustomed  to  carry 
much  in  the  way  of  emergency  medical 
equipment;  thus  they  never  carried  antiseptics 
such  as  alcohol,  iodine,  or  mercurochrome. 
When  faced  with  a severe  wound  such  as 
compound  fracture,  it  was  customary  for  a 
companion  soldier  to  urinate  on  the  wound 
site.) 

So  you  see,  even  the  uneducated  can  teach 
us  a lesson  in  antisepsis.  There  must  be  hun- 
dreds of  stories  from  the  rest  of  us. 

John  P.  Gallagher,  M.  D. 

1488  Village  Square 

Mount  Pleasant,  SC  29464 
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Of  I WC  COZK^T. 


.iamf:s  k()(;ERS  voljn(;,  m.  d.,  iss2-i%9 

PRESIDENT,  SCMA,  1933 


I'he  69lli  l^rcsidcnl  of  the  South  Carolina 
Medical  Association  was  horn  on  April  2. 
I 882,  in  Due  West.  South  Carolina,  where  he 
grew  up  and  attended  Hrskine  College,  gradu- 
ating in  1 90 1.  He  received  his  medical  educa- 
tion at  the  Vanderbilt  University  School  of 
Medicine,  earning  his  M.  D.  Degree  in  1 906. 

Dr.  Young,  always  eager  to  improve  his 
knowledge  and  skill,  studied  and  worked  at 
sc)me  of  the  finest  hospitals  in  Europe  before 
settling  in  Anderson  where  he  practiced 
surgery  with  his  brother,  Henry,  for  many 
years.  It  is  thought  that  these  two  surgeons 
may  have  performed  the  first  heart  and  brain 
surgeries  in  Anderson  in  the  1 930s  (both  suc- 
cessful), long  before  these  operations  were 
accepted  practice. 

Dr.  James  Young  was  one  of  the  founders 
of  the  Cancer  Clinic  and  gave  many  hours  of 
free  service  there  to  patients  who  could  not 
afford  private  care.  When  it  was  realized  that 
the  Anderson  Hospital  needed  an  auditorium. 
Dr.  Young  accepted  the  challenge.  Through 
his  own  generous  donation  and  his  tireless 
work  soliciting  other  funds,  the  auditorium 
was  completed  and  named  in  his  honor. 

His  achievements  in  his  chosen  field  are 
many:  Fellow  in  the  American  College  of 
Surgeons.  Chairman  of  the  S.  C.  Division  of 
the  American  Cancer  Society  (on  his  retire- 
ment from  this  post  in  1 968,  he  was  elected 


president  emeritus)  Charter  member  of  the 
Southeastern  Surgical  Congress  and  the  Pied- 
mont Post  Graduate  Assembly. 

But  medicine  was  not  Young's  only  inter- 
est. He  was  an  active  worker  in  his  communi- 
ty. his  church  and  in  the  progress  of  his  alma 
mater,  Erskine  College.  He  was  a Rotarian 
and.  at  various  times.  Chairman  of  the  Cham- 
ber of  Commerce,  a member  of  the  City 
Council  and  the  School  Board. 

Dr.  Young  donated  the  land  for  a new  Asso- 
ciate Reformed  Presbyterian  (ARP)  church. 
The  congregation  named  the  church  in  mem- 
ory of  his  son  who  was  killed  in  WW  H.  Dr. 
Young  served  for  many  years  as  an  elder  and 
was  elected  Moderator  of  the  South  Carolina 
ARP  Synod. 

In  1 922,  Young  received  the  Algernon  Syd- 
ney Sullivan  award  for  his  alumni  work  for 
Erskine  College,  and  in  1943.  Erskine 
bestowed  on  him  an  EE.  D.  Degree.  He 
served  for  many  years  on  the  Board  of 
Trustees. 

On  March  21.  1969,  Dr.  Young  died  at  the 
Anderson  Hospital  where  he  had  devoted 
much  of  his  life.  He  was  buried  from  the 
Young  Memorial  ARP  Church. 

Betty  Newsom 

The  Waring  Historical  Library 
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Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


IT’S  LATER  THAN  YOU  THINK 

HOW  MUCH  SHOULD  YOU  BE  SAVING? 

Individual  circumstances  differ,  but  financial  planners  feel  post- 
retirement income  should  be  75%  to  80%  of  your  pre-retirement 
income. 

MONTHLY  SAVINGS  REQUIRED  NOW  TO  PRODUCE  $1,000  OF 
MONTHLY  INCOME  AT  RETIREMENT 


Work  it  out  for  yourselr 


A 


B 

C 


D 


Monthly  Income  you  want  to  receive  when  you  retire? 


Years  to  retirement 

From  the  graph  on  the  previous  page,  enter  monthly 
savings  required  to  produce  $1,000  per  month  of 
retirement  income 


Multiply  A X C to  get  required  monthly  savings 


If  you  think  it's  too  difficult  to  start  saving  for  retirement  now,  redo 
the  calculations  for  5 years  from  now. 

Now  is  the  time  to  begin! 

Now  is  the  time  to  commit  yourself  to  action! 


Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  VUe  do  not  give  tax  advice. 
Only  your  attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Carolina  Medical  Community. 
P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1 -800-742-3669 


THE  ARMY  RESERVE  OFFERS  UNIQUE  AND 
REWARDING  EXPERIENCES. 


As  a medical  officer  in  the  Army  Reserve  you  will  be  offered  a 
variety  of  challenges  and  rewards.  You  will  also  have  a unique 
array  of  advantages  that  will  add  a new  dimension  to  your 
civilian  career,  such  as: 

• special  training  programs 

• advanced  casualty  care 

• advanced  trauma  life  support 

• flight  medicine 

• continuing  medical  education  programs  and  conferences 

• physician  networking 

• attractive  retirement  benefits 

• change  of  pace 

It  could  be  to  your  advantage  to  find  out  how  well  the  Army 
Reserve  will  treat  you  for  a small  amount  of  your  time.  An  Army 
Reserve  Medical  Counselor  can  tell  you  more,  call  collect : 

803-741-1856  OR  803-741-1857 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE: 


UNITEDSTATES 
POSTAL  SERVICE-^, 


'lonlh  1 \ 


Statement  of  Ownership,  Management,  and  Circulation 
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Ti  FOR 

JVr  VIOLENCE-FREE 
^ FAMILIES 


DO  YOUR  PART... 

ASK  QUESTIONS  IN  A CONFIDENTIAL  AND  PRIVATE  SETTING 

1.  Have  you  ever  been  emotionally  or  physically  abused  by  someone  important  to  yn 

2.  Have  you  ever  been  hit,  slapped,  kicked  or  otherwise  physically  hurt  by  someone’’ 
If  yes,  by  whom?  Indicate  which  of  the  following  apply:  spouse,  ex-spouse,  current 
or  former  partner,  stranger,  parent,  caregiver,  other,  multiple. 

3.  Have  you  ever  been  forced  to  have  sexual  activities?  If  yes,  by  whom?  Indicate 
which  of  the  following  apply:  spouse,  ex-spouse,  current  or  former  partner, 
stranger,  parent,  caregiver,  other,  multiple. 

4.  Are  you  afraid  of  anyone  listed  above? 


KEEPING  YOUR  PROFESSIONAL  RADAR  ON 

1.  Remember  to  screen  your  patients  for  violence. 

2.  Ask  Questions. 

3.  Document  your  findings. 

4.  Assess  your  patient’s  safety. 

5.  Review  options  with  your  patient.  Know  where  to  refer. 

Physicians  and  their  spouses  united  to  confront  family  violence 
South  Carolina  Medical  Association! South  Carolina  Medical  Association  Alliance 


Alliance  Bige 

AN  INVESTMENT  IN  THE  FUTURE  OF  MEDICINE 

In  the  1950s,  two  private-sector  organizations  were  formed  to  minimize  the  need  for  federal 
assistance  for  medical  education.  In  1962  these  organizations  became  known  as  the  American 
Medical  Association  Education  and  Research  Fund  (AMA-ERF).  Through  the  extraordinary 
fund-raising  efforts  of  the  AMA  Alliance  and  the  medical  community's  commitment  to  excel- 
lence and  quality  medical  education,  contributions  to  AMA-ERF  average  $2  million  a year. 

Over  $10  million  has  been  raised  in  the  last  five  years,  yet  we  still  have  plenty  of  work  ahead  of 
us.  In  1991,  42  percent  of  medical  students  taking  a leave  cited  financial  strain  or  health  as  the 
reason.  More  than  80  percent  of  medical  school  graduates  were  in  debt,  the  mean  dollar  amount 
of  debt  being  $59,885.  It  is  estimated  that  an  hour  of  medical  education  costs  $28  per  student. 

All  contributions  to  AMA-ERF  are  100  percent  tax  deductible.  Each  contribution  can  be  assigned 
to  the  medical  school  of  choice  and  to  one  of  these  four  funds: 

> Medical  School  Excellence  Fund:  These  are  unrestricted  funds  that  have  been  used  to  sup- 
port programs  for  women  and  minority  medical  students;  pay  for  publication  subscriptions, 
computer  software  and  other  equipment;  and  fund  student  activities,  research  programs, 
guest  lecturers  and  student  attendance  at  national  meetings  and  conferences. 

> Medical  Student  Assistance  Fund:  These  funds  provide  monies  to  medical  schools  to  be  used 
for  student  loans,  grants  and  scholarships.  These  loans  have  much  lower  interest  rates  than 
banks. 

> Development  Fund:  These  funds  are  distributed  by  the  AMA-ERF  Board  of  Directors  to  sup- 
port pilot  and  experimental  health  and  medical  programs. 

> Categorical  Fund:  These  funds  provide  support  for  specific  research  areas. 

A contribution  to  AMA-ERF  is  an  investment  in  medical  excellence  for  our  families  and  for 
future  generations.  “THE  MEDICAF  STUDENT  OF  TODAY  WIFE  BE  OUR  PHYSICIAN 
TOMORROW!”  A contribution  to  AMA-ERF  is  an  investment  in  the  future.  Through  our  contin- 
ued support,  we  will  continue  to  make  a differenee! 

Lisa  Schroeder  (Mrs.  Christopher) 

SCMAA  AMA-ERF  Chairperson 
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classifieds 


()KAN(;i:iuiK(;  and  calhoun 

C’OllN'l'IIvS  have  practice  oiiporUinilics  I'or 
gradiialing  icsidcnts/rcllows  and  experienced 
praelilioners  in  the  rolU)wing  specialties: 
Rmergeney  Medicine,  Endocrinology,  Inlec- 
tioLis  Diseases,  Obstetrics-Gynecology  and 
Rheiiniatology.  Practice  incentives  and  relo- 
cation assistance  are  available.  Contact  Dr. 
Clicnnol,  The  Regional  Medical  Center,  at 
(HOD)  H66-6045. 


Coliimbia/HCA  is  currently  hiring  physi- 
cians to  stair  multiple  urgent  care  centers  in 
the  Nashv  ille  and  Jackson,  Tennessee  areas. 
Each  center  is  equipped  with  a full  support 
staff  including  lab  and  x-ray.  We  offer  an 
extremely  competitive  salary  and  benefit 
package  (stock  options,  401k,  33  paid  days 
off  per  year,  etc...)  Relocation  expenses  and 
malpractice  paid.  Please  direct  any  incjiiiries 
to:  Larry  Dillaha,  MI),  2d()  25th  Ave.,  North, 
2nd  Floor,  North  Wing,  Ste.  2322,  Nashville, 
TN  37203,  (615}  342-2322.. 
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EXPERIENCE  THE  STERLING^DVANTAGE.n*£ 


SPARTANBURG,  SOUTH  CAROLINA 

EMERGENCY  MEDICINE  OPPORTUNITY 


Spartanburg  is  located  in  the  northwestern  comer  of  South  Carolina,  less  than  one  hour  away  from  the 
Blue  Ridge  Mountains  and  just  hours  to  the  sunny  beaches  of  the  state. 

Full-time  Emergency  Medicine  opportunity.  226-bed  facility,  23,000  annual  patient  visits  in  the 
Emergency  Department  with  physician  double  coverage.  Candidates  should  be  Board  Certified  in  a 
Primary  Care  Specialty  or  Board  Eligible/Board  Certified  in  Emergency  Medicine  with  significant 

Emergency  Medicine  experience. 

Excellent  compensation  package  including: 


* Paid  Malpractice  with  extended  coverage 

* Discounted  disability  coverage  (30%  off  premiums) 

* Continuing  Medical  Education  (tuition  at  no  charge) 

* NO  RESTRICTIVE  COVENANTS  in  contract  agreements 


Please  contact  Jim  Rousos  at  800-874-4053 

We  look  forward  to  hearing  from  you! 

ICSTERLING 

mf  Ihfaithcare  group 


NEWMAN  & ASSOCIATES 


Our  Many  Services  Include: 
nes  of  Credit  Based  on  Accounts  Receivable 


omplete  Control  Over  Patient  Statement  Process  Including  Partial  Payment  Handling 
id  Co-Payment 

ectronic  Billing  to  Most  Major  Payors 
niimited  Fee  Schedules 


iluable  Comprehensive  Reports  which  Include  PPO  or  Alternative  Fee  Tracking  and  insurance 
•acking-AII  with  Various  Sorting  Options  and  Other  User  Defined  Report  Parameters 

- No  more  computer  upgrades  which  are  time  consuming  and  expensive 

- No  more  delays  due  to  absenteeism  and/or  training  new  personnel 

- No  more  problem  of  office  space  due  to  expansion  of  practice 

Turn  Your  Fixed  “In  House”  Expense  of  Billing  and  Collecting  into  a Variable  Expense 
where  Performance  Determines  your  Cost 

With  Outsourcing  it  Allows  the  Physician  Time  to  Practice  Medicine  Worry  Free 
Give  us  a Call  for  a FREE  ANALYSIS  of  Your  Present  Billing  and  Collection  Systems 


CALL  1-800-804-5436  or  (803)  438-4883  TODAY 

Newman  & Associates  is  an  Independent  Representative  ofMBC  Systems 
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What  can  a map  tell  you  about  a computer  system 


More  than  40%  of  all  South 
Carolina  physicians  in  private 
practice  use  CompuSystems’ 
Medical  Practice  Management 
System  to  work  more 
efficiently  and  profitably. 


Plenty  — if,  like  tliis  one,  it  shows 
how  many  medical  offices  in  South 
Carolina  use  a particular  practice 
management  system  to  run  more 
efficiently,  effectively,  and  profitably. 

For  example,  it  might  show  how  a 
1 (i-year  commihrient  to  "Wcarking  for 
Physicians"  has  resulted  in  ca\'er  660 
installations  in  South  Carolina, 
representing  some  1,930  physicians  — 
over  40%  of  the  4,600  in  private  practice 
in  the  state! 

It  might  bring  home  how  featores 
like  "on-the-tly"  refiling,  encounter- 
form  tracking,  and  direct  transmission 
to  South  Carolina  Medicare,  Medicaid, 
and  Blue  Cross/Blue  Sliield  (with  no 


per-claim  charges)  are  improving 
physicians'  revenue. 

It  could  clarify  how  critical  "one- 
caU"  support  can  be  in  helpiiig  offices 
stay  productive  — how  telephone 
support  staff,  software  and  hardware 
engineers,  technicians,  trainers,  and  a 
fleet  of  service  vans  can  prcaMde 
support  unmatched  in  the  industry. 

It  might  demonstrate  how  teclmical 
expertise  brings  a host  of  innovations, 
starting  with  the  first  integrated,  direct 
electronic  claims  capability  in  a practice 
management  system. 

Or  it  could  validate  the  concept  of 
regional  focus:  By  selling  systems  only 
in  the  Southeast,  a computer  company 


can  keep  customers  up  to  date  on  the 
latest  msurance  filing  requirements. 

It  could  emphasize  the  flexibility  of 
multi-user,  multi-tasking  software  that 
nms  oia  the  most  popular  operating 
system  in  the  world. 

And  it  could  illustrate  the  v'alue  of 
hacking  a computer  \^endor  with  a 
\4sion  for  the  future  aird  the  expertise  to 
make  that  vision  work  for  you. 


€®nini[p)(fflSystem^ 

inc.  I 

Carolina  Research  Park  • One  Science  Cout  | 
Columbia.  SC  29203-9356  | I 

800-800-6472  • 803-735-7700  i I 
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STEREOTACTIC  BREAST  BIOPSY 
DISCOID  MENISCUS 

MEDICAL  HUMANITIES  IN  CLINICAL  PRACTICE 
A MEDICAL  HUMANITIES  PROGRAM 


s 


professional  iJ^otection  Exclusively  since  1839 

To  reach  your  local  office,  call  800-344-1899. 


She  isn’t  sure  if 
she  needs  a 


PAD)  IV  Plus 


isi 


f 


No  one  mentioned  a preaiithorization.  Is  that 
something  you  can  give  her?  By  the  way,  what 
is  a preauthorization? 


1-800-382-PAID  (7243) 
or  fax  (803)  699-2384 

PAID  IV  Plus.  Because  patients  can  V remember 
everything,  and  you  have  to. 


Mix-ups  like  this  throw  your  practice's  schedule 
off  and  fiiisti'ate  patients.  So  liead  off  problems, 
and  mn  your  office  smoothly  with  PAID  IV  Plus. 


S A.  CGUa:  Companion  Technologies’  private 


OF  IV!ED!CiNE 

BOSTON,  MA 


label  version  of  The  Medical  Manager',  is  the 
complete  practice  management  softw'are  system 
that's  easy  to  use.  With  just  a few  simple  keystrokes, 
you'll  master  managed  care  functions,  including; 

Quickly  checking  for  treatment 
preauthoiTzations  and  patient  eligibility 


Maintaining  insurance  policy  limits 


Knowing  which  semces  are  not  covered 


PAID  IV  Plus  actually  makes  ’’managed  care” 
manageable.  And  your  life  a lot  less  complex. 


Leant  what  else  PAID  IV  Plus  can  do  for  you. 
Call  Companion  Technologies  for  infonnation  or 
to  schedule  a system  demonstration. 


Handling  multiple  insurance  providers 
for  a single  patient 

Producing  numerous  practice  reports 
and  analyses 


RAIDIV 

1 Plus 

Companion  Technologies 

Modern  technology  for  practice  management 


BE  AN  AIR  FORCE 
PHYSICIAN. 

Become  the  dedicated  jihysician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  and  benefits 
you  enjoy  as  an  Air  Force  professional, 
along  with: 

• 30  days  vacation  with  pay  per  year 

• Dedicated,  professional  staff 

• Non-contributing  retirement  plan  if 
qualified 

Today’s  Air  Force  offers  the  medical  envi- 
ronment you  seek.  Find  out  how  to  quali- 
fy. Call  USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


!! 


: 
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Today’s  pressure  is  greater 
than  ever  before. 


A Service  of  High  Point  Regional  hlospital 
(iOl  N.  Him  Street  High  Point,  NC  27261 


Parkside  High  Point 
Behavioral  Services 


There  is  just  so  much  pressure  a person  can  handle.  The  stresses  and 
strains  of  balancing  a busy  career  and  personal  life  can  take  their  toll 
ttn  even  the  most  stable  personality. 

At  Parkside  High  Point  Behavioral  Services,  you’ll  find  that  our  Impaired 
Professionals  Program  is  designed  to  meet  the  specific  needs  of  physicians  and 
other  health  care  professionals  who  recjuire  special  confidentiality  and  peer 
support.  Our  program,  staffed  hy  professionals  who  understand  the  special 
treatment  needs  of  alcohol  or  drug  dependency  problems,  is  designed  to  pro- 
vide impaired  professionals  with  guidance  and  support  every  step  of  the  way. 

If  you  or  someone  you  care  about  is  suffering  from  an  alcohol  or  drug 
dependency  problem,  it’s  important  to  seek  help.  The  kind  of  help  provided 
hy  Parkside  High  Point  Behavioral  Services. 

For  more  information  on  our  Impaired  Professionals  Program  and  a 
FREE  VIDEO,  call  (800)  525-9375,  ext.  2095. 

We  can  help  relieve  the  pressure  of  an  alcohol  or  drug  dependency  problem 
before  it’s  too  late. 
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Fresideni's  Rigs 


AMA  “STUDY  OF  THE  FP:DERATI()N”  REPORT 

For  some  time  the  American  Medical  Association  (AMA),  which  can  be  defined  as  a federation 
of  state  medical  societies  and  specialty  societies,  has  been  conducting  a study  on  the  issue  of  how 
to  change  the  AMA  in  order  to  maintain  its  leadership  role  in  organized  medicine.  The  AMA  has 
recently  released  its  study.  By  the  time  you  read  this,  there  will  have  been  extensive  discussions 
of  its  recommendations  at  the  AMA  interim  meeting  and  possibly  approval  by  the  House  of 
Delegates  of  the  study  recommendations  in  some  form. 

The  last  reorganization  of  the  AMA  was  in  1901  when  it  was  an  all  white,  male  organization 
composed  of  general  practitioners  and  surgeons,  all  in  solo  practice.  Today,  the  AMA  is 
composed  of  men  and  women  of  many  different  ethnic  distinctions  and  specialties.  Their 
practices  may  be  solo  or  group  and  payment  may  be  fee  for  service,  salary,  managed  care,  or 
capitation.  It  is  obvious  that  the  AMA  needs  to  change  in  order  to  respond  to  the  needs  of  today's 
physicians  and  to  be  a relevant  presence  in  the  future. 

The  AMA  wants  to  be  a true  umbrella  organization  for  all  medical  organizations  and  it  will 
have  to  work  closely  with  these  organizations  in  order  to  do  so.  This  does  not  mean,  however, 
that  the  Federation  will  be  able  to  impose  solutions  on  any  individual  component:  demonstration 
of  mutual  benefit  will  be  essential. 

The  study  which  the  AMA  has  conducted  recommends  a change  in  the  composition  of  the 
House  of  Delegates  to  reflect  the  four  major  dimensions  of  a physician’s  life: 

-geographic  location 
-specialty 
-mode  of  practice 

-demographic/career  stage/ethnic  cultural 

Currently,  the  House  of  Delegate  is  composed  of  79  percent  state  delegates,  19  percent 
specialty  delegates,  and  two  percent  mode  of  practice  and  ethnic  cultural.  After  a three  year 
phase-in,  it  is  recommended  that  composition  be  58  percent  state  delegates,  36  percent  specialty 
delegates,  and  six  percent  mode  of  practice  and  ethnic  cultural.  Under  this  plan.  South  Carolina 
will  lose  one  delegate,  leaving  us  with  three  delegates.  The  study  also  recommends  that  the 
Board  of  Trustees  add  two  members  in  order  to  increase  the  diversity  of  the  board. 

I believe  that  these  proposals  are  excellent  and  that  they  can  be  done.  State  delegates  and  board 
members  will  be  listening  to  the  debate  in  the  AMA  House  of  Delegates  this  month.  What  is 
decided  in  these  meetings  will  present  a challenge  to  the  South  Carolina  Medical  Association 
(SCMA).  We  will  have  to  study  our  own  organizational  structure  and  propose  changes  in  our 
House  of  Delegates  and  Board  of  Trustees  which  will  be  consistent  with  AMA  changes  and  also 
better  represent  the  changing  demographics  of  our  own  state.  I hope  that  the  changes  we  decide 
upon  will  answer  the  concerns  that  some  of  you  have  expressed  to  me  about  your  specialties’ 
representation  in  SCMA,  and  also  that  they  will  put  SCMA  on  a firmer  basis  to  meet  the 
challenges  which  the  future  is  sure  to  bring. 


Benjamin  E.  Nicholson,  M.  D. 
President 
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December  1995 

HIGHLIGHTS  OF  NOVEMBER  15  BOARD  OF  TRUSTEES  MEETING 


President  Benjamin  E.  Nicholson,  MD,  reported  that  the 
SCMA  had  received  from  the  Committee  on  Review  and 
Recognition  of  the  ACCME  an  additional  four  years’ 
recognition  as  the  CME  intrastate  accreditor  of  institu- 
tions in  South  Carolina. 

Chairman  of  the  Board  S.  Nelson  Weston,  MD,  report- 
ed on  discussions  with  the  South  Carolina  Hospital  Asso- 
ciation regarding  a joint  network  to  provide  health  care 
for  Medicaid  patients.  These  discussions  will  continue 


and  SCMA  members  will  be  kept  informed. 

Board  members  voted  to  support  legislation  that  would 
establish  a statewide,  population-based  cancer  registry 
at  DHEC  under  a grant  from  the  Centers  for  Disease 
Control. 

The  Board  also  voted  to  support  a model  policy  for  hos- 
pitals regarding  advance  health  care  planning  directives. 

□ 


MEDICARE  UPDATE 


The  December,  1995  Medicare  Advisory  conXzms  impor- 
tant information  for  you  and  your  staff.  This  month,  the 
Advisory  includes  a Medigap  update,  lists  certified  mam- 
mography screening  facihties,  services  in  the  monthly 
capitated  payment  for  maintenance  dialysis,  billing  tips 
for  office  practices  in  hospital  settings,  new  clinical  lab 
codes,  and  much  more.  Following  are  a few  highlights 
from  the  December,  1995  Medicare  Advisory. 


Influenza  Vaccine  Allowed  Amount  Update:  Medicare 
will  adjust  all  claims  where  the  influenza  vaccine  code 
(CPT  code  90724)  was  reimbursed  at  the  $3.38  rate.  The 
claims  should  have  been  paid  at  the  $4.38  rate  effective 
on  or  after  July  12,  1995.  Please  do  not  resubmit  these 
claims.  Please  allow  Medicare  45  days  to  process  these 
adjustments.  If  you  do  not  receive  a remittance  advice 
showing  an  adjustment  by  January  15, 1996,  please  call 
the  Medicare  Part  B Provider  Service  Center  at  (803) 
788-5568. 


1996  Fee  Schedule  Corrections:  The  Health  Care  Financing  Administraction  (HCFA)  has  issued  three 
corrections  to  the  1996  fee  schedule  which  was  mailed  to  all  providers  on  November  15,  1995.  Please  make  note 
of  these  changes  in  your  1996  Enrollment  Packages  and  Fee  Schedule  Bulletin. 


Code 

Participating  Fee 

Nonoarticipating  Fee 

Limiting  Charge 

22840 

484.44 

459.27 

528.17 

22842 

554.41 

526.41 

605.38 

22845 

460.88 

437.84 

503.52 

(continued  on  page  2) 
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1996  Medicare  Program  Changes  and  Update  Workshops:  Medicare  has  scheduled  eight  workshops  throughout  [ 
SC  to  discuss  the  following  issues:  changes  to  the  Medicare  program  for  1996,  revised  Medicare  remittance  ■ 
notice,  new  correct  coding  combinations,  rejecting  processable  claims,  other  Carrier  Names  and  Addresses  \ 
(OCNA),  electronic  media  claims,  the  Participation  Program  and  other  pertinent  information.  Please  call  the  1 
Medicare  Part  B Provider  Service  Center  at  (803)  788-5568  for  more  information.  The  dates  and  times  for  the  \ 
workshops  are  noted  below:  j 

1 

Greenville,  December  12,  9 am- 12noon  Florence:  December  13,  9 am-12  noon 

Columbia:  December  14,  9 am  - 12  noon  Myrtle  Beach:  December  15,  9 am-12 

noon 


Spartanburg:  December  19,  9 am-12  noon 
Aiken:  December  21,  9 am-12  noon 


Charleston:  December  20,  9 am-12  pm 
Anderson:  December  22, 9 am-12  noon 


Certifications  of  Medical  Necessity:  Federal  law,  as  amended  in  1994,  restricts  information  that  suppliers  may  - 
provide  to  physicians  in  Certifications  of  Medical  Necessity  (CMNs)  and  requires  suppliers  to  include  relevant  , 
charge  information  for  items  and  services  they  list  on  CMNs.  These  amendments  supersede  those  of  the  Omnibus  v 
Budget  Reconciliation  Act  of  1990  (OBRA  1990).  Please  refer  to  the  December,  1995  Medicare  Advisory  for  ' 
specific  requirements  and  provisions  of  the  law.  □ 
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MEDICAID  UPDATE 


ICD-9  CM  Diagnosis  Code  Updates:  As  a reminder, 
effective  January  1, 1996,onlythe  1995  ICD-9diagno- 
sis  codes  will  be  accepted. 

Medicare/Medicaid  Electronic  Crossovers:  A computer 
problem  has  been  identified  with  the  processing  of 
Medicare/Medicaid  electronic  crossover  claims.  The  pro- 
cessing of  electronic  crossover  claims  has  been  delayed 
temporarily  pending  correction  of  the  problem.  It  is  antic- 
ipated that  the  crossover  claims  will  be  processed  for  pay- 
ment in  your  December  8, 1995,  remittance  advice. 

If  your  office  staff  has  received  any  edit  correction  forms 
with  edit  634  (deductible  amount  is  greater  than  the  net 
claim  charge),  please  have  your  staff  contact  their  pro- 
gram manager  at  (803)  253-6134  for  instructions  on  cor- 
recting this  edit.  DHHS  apologizes  for  any  confusion  or 
problems  this  has  caused  your  office. 

Surgical  Modifiers:  Current  SC  Medicaid  policy  requests 
that  all  surgical  procedure  codes  for  the  same  patient  on 
the  same  date  of  service  be  filed  on  the  same  claim  form. 
This  ensures  that  the  correct  procedure  will  reimburse  at 
100  percent  of  the  Medicaid  established  rate  and  all  sec- 
ond or  subsequent  suigical  codes  will  reimburse  at  50  per- 
cent (with  a few  exceptions)  of  the  Medicaid  established 
rate. 


At  times,  however,  surgical  codes  are  filed  on  separate 
claim  forms.  In  the  past,  this  may  have  caused  incorrect  ; 
payments  and  the  need  for  manual  adjustments.  In  an 
effort  to  streamline  Medicaid  surgery  payments,  effec-  . 
tive  with  claims  processed  on  or  after  November  28,  • 
1995,  suigery  adjustments  (when  applicable)  will  be  auto- 
matically calculated  and  reflected  in  the  second  claim  , 
processed.  The  automated  adjustment  process  should 
reduce  turnaround  time  and  ensure  accurate  payments. 
Please  refer  to  the  October  25,1 995 , Medicaid  Bulletin  i 
for  details  and  information  concerning  the  updated  j 
methodology  for  surgical  payments.  Please  contact  the  I 
appropriate  program  manager  at  (803)  253-6 1 34  if  you  j 
or  your  staff  have  any  further  questions  regarding  the  bul-  | 
letin. 

Billing  Workshop:  The  Depiartment  of  Physician  Services  | 
will  offer  their  next  basic  billing  workshop  on  February  i 
1,  1996,  at  12:30  pm. 'The  workshops  are  designed  for 
new  billing  staff  and  new  providers  in  the  SC  Medicaid  ' 
Program.  The  workshop  will  be  held  in  the  Jefferson  « 
Square  Plaza  at  1 801  Main  Street  in  the  second  floor  train- 
ing room.  Due  to  limited  training  space,  reservations  are  ■ 
required.  Please  contact  your  program  manager  at  (803) 
253-6134  to  reserve  a space.  The  basic  billing  woiicshops 
are  offered  free  on  a quarterly  basis.  0 
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CHAMPUS  UPDATE 

CHAMPUS  requires  that  providers  obtain  preauthorization  for  the  following  procedures  when  performed  on  an  inpa- 
tient basis:  abortion,  hysterectomy  and  cesarean  section. 

OB/GYNs  and  family  practitioners  providing  OB/GYN  services  to  CHAMPUS  beneficiaries  should  be  particular- 
ly aware  of  this  requirement,  which  has  been  in  effect  since  May,  1992. 

In  SC,  preauthorization  of  these  cases  is  obtained  by  calling  PRO-West,  a professional  review  organization,  at  (800) 
783-2477.  Phones  are  staffed  Monday-Friday  from  5:00  am  to  5:00  pm  (PT).  When  all  lines  are  busy  br  when  st^f 
are  not  available,  leave  a voice  mail  message.  Or,  you  may  fax  your  preauthorization  request  to  (800)  431-2565.  Autho- 
rization must  be  obtained  not  more  than  30  days  and  not  less  than  two  working  days  prior  to  the  admission/proce- 
dure. If  the  admission/surgery  is  urgent  or  emergent,  providers  have  up  to  two  woridng  days  after  the  admission/pro- 
cedure to  obtain  authorization. 


TELEVISION  VIOLENCE  TARGETED 

Last  month,  the  South  Carolina  Medical  Association  (SCMA)  and  the  South  Carolina  Attorney  General’s  Office 
held  a press  conference,  announcing  the  “Unplug  the  Violence”  campaign.  The  SCMA  is  pleased  about  this 
partnership  because  of  the  opportunity  to  expand  our  campaign  against  violence  one  step  further  to  include  media 
violence.  Dr.  Benjamin  Nicholson,  SCMA  president,  cited  statistics  that  children  are  exposed  to  200,(X)0  acts  of 
violence  in  the  media  by  the  time  they  graduate  from  high  school. 

The  “Unplug  the  Violence”  campaign  begins  with  the  distribution  of  brochures,  outlining  tips  for  parents  to  pull 
the  plug  on  media  violence.  Physicians  are  encouraged  to  display  these  brochures  in  their  offices.  If  you  are 
interested  in  receiving  these  brochures  for  your  office,  please  call  Audria  Belton  at  (803)  798-6207,  ext.  234,  or 
1-800-327-1021  statewide.  □ 


REMINDER:  TAX  ID  NUMBER 

Please  remember  the  importance  of  reporting  your  tax  identification  number  to  third  party  payors.  As  you  know, 
each  third  party  payor  is  responsible  for  providing  a 1099  tax  form  annually.  If  a third  party  payor  has  incorrect 
tax  ID  information,  this  will  delay  your  ability  to  file  your  taxes.  Additionally,  many  payors  identify  providers  by 
tax  ID,  An  incorrect  ID  number  can  cause  a delay  in  your  claims  being  processed,  which  ultimately  affects 
reimbursement.  Please  make  sure  that  the  payors  with  whom  you  do  business  have  the  most  current,  accurate 
information  concerning  your  practice. 


PHYSICIANS  CARE  NETWORK  UPDATE 

I Hampton  General  Hospital  in  VamviUe  has  joined  the  PCN  effective  December  1,  1995. 

If  you  have  questions  or  would  like  information  regarding  the  PCN,  please  call  Barbara  Whittaker  or  Cindy 
C Osborn  at  the  SCMA. 
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UPDATE:  SCMA  WORKSHOPS 


You  should  have  received  information  about  the  SCMA  Coding  Seminar  Series  to  be  held  January  15-18  and 
February  5-8,  1996,  9:00  am-4:00  pm.  Basic  and  advanced  courses  are  offered  during  a week-long  series  in 
Columbia  and  Charleston  as  follows: 

Sheraton  Hotel  and  Conference  Center.  Columbia 
CPT  Coding  for  Doctors’  Offices  - January  15 
ICD-9  CM  Coding  for  Doctors’  Offices  - January  16 
Advanced  CPT  Coding  - January  17 
Advanced  ICD-9-CM  Coding  - January  18 

Radisson  Inn  Charleston  Airport,  Charleston 
CPT  Coding  for  Doctors’  Offices  - February  5 
ICD-9-CM  Coding  for  Doctors’  Offices  - Febmary  6 
Advanced  CPT  Coding  - February  7 
Advanced  ICD-9-CM  Coding  - February  8 

Brochures  describing  two  workshops  entitled,  ^‘Developing  a Capitation  Rate.'’  will  be  mailed  to  your  office 
prior  to  December  31,  1995.  Two  different  half-day  workshops,  providing  for  specialty  care  and  for  primary  care 
practices,  will  be  offered  at  the  Holiday  Inn  Express  on  St.  Andrews  Road  in  Columbia.  The  specialty  care 
workshop  will  be  held  from  9:00  am  until  noon,  and  the  primary  care  workshop  will  be  held  from  2:00  to  5:00 
pm. 

For  information  regarding  any  of  the  workshops  described  above,  contact  Ginny  Comer  at  the  SCMA,  extension 
253,  798-6207  in  Columbia,  or  1-800-327-1021  statewide. 


! BULLETIN  ! 

As  this  Newsletter  goes  to  press,  Randolph  D.  Smoak,  Jr.,  MD,  Orangeburg,  SC,  has  been  elected  Secretary- 
Treasurer  of  the  AMA  Board  of  Trustees. 

Several  vacancies  in  AMA  officer  positions  were  created  when  John  P.  Seward,  MD,  was  named  the  new  AMA 
Executive  Vice  President,  replacing  James  S.  Todd,  MD,  in  early  1996. 


MARK  YOUR  CALENDARS  ^ 

SCMA  ANNUAL  MEETING,  1996 
APRIL  25-28, 1996 

THE  CHARLESTON  PLACE  UQTEL  <Fonti«rif  RteOmml 
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Breast  cancer  is  the  second  leading  cause  of 
cancer  deaths  in  women  in  the  United  States; 
approximately  one  of  eight  women  will 
develop  breast  cancer  during  her  lifetime.' 
With  the  increasing  use  of  mammographic 
screening  and  the  improvement  of  radio- 
graphic  quality  during  the  past  decade,  detec- 
tion of  suspicious,  nonpalpable  breast  lesions 
has  greatly  increased.  However,  mammo- 
graphic appearances  are  not  entirely  specific 
for  cancer,  and  the  positive  rate  for  breast 
biopsies  performed  for  mammographically 
detected  nonpalpable  abnormalities  is  low, 
ranging  from  1 1 to  36  percent.^  In  fact,  some 
investigators  maintain  that  an  aggressive 
screening  program  should  yield  a positive 
biopsy  in  no  more  than  10  percent  of  cases.'* 
Additionally,  a recent  study  showed  that  fail- 
ure to  diagnose  breast  cancer  was  the  second 


*From  the  Departments  of  Pathology  and  Laboratory 
Medicine.  Radiology,  and  Obstetrics  and  Gynecology. 
Roper  Hospital  and  the  Medical  University  of  South  Car- 
olina. Charleston. 

**Address  correspondence  to  Dr.  Austin  at  316  Calhoun 
Street.  Charleston.  SC  29401 . 


most  frequent  reason  for  claims  brought 
against  physicians,  and  the  most  expensive.^ 
Surgical  excision  is  currently  the  most  com- 
mon technique  of  breast  biopsy,  but  it  is 
expensive,  labor  intensive,  and  relatively 
traumatic.  The  preceding  facts  and  current 
trends  in  health  care  mandate  development  of 
less  costly,  less  traumatic  methods  of  investi- 
gating nonpalpable  lesions. 

Although  stereotactically  guided  fine  nee- 
dle aspiration  may  successfully  aehieve  these 
goals  in  selected  patients,  the  interpretive 
expertise  required  and  limitations  of  this  pro- 
cedure are  well  known  to  pathologists  and 
many  surgeons.  Another  alternative  is  the  use 
of  stereotactic  core  breast  biopsy  (SCBB), 
which  has  received  inereasing  attention  in 
reeent  medical  literature.  We  report  our  expe- 
rience with  the  use  of  stereotactic  core  breast 
biopsies  for  mammographically  suspicious, 
nonpalpable  breast  lesions  in  a 350-bed  pri- 
vate community  hospital. 

MATERIALS  AND  METHODS 

Ninety-seven  patients,  ages  29  to  94  (mean 
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age  57.3  years)  with  mamniographieally  P'oLirteeii  of  25  inlermeciiale  and  liigh  siispi- 

eioii  lesions  were  spieiilaled  masses,  live 


ileteeled,  asymplomatie.  nonpalpable  breast 
lesions  underwent  SCBB  I'ol lowing  the  ree- 
ommendation  ol' radiologists  (F'.  II.  (!.  and  M. 
N.  B.)  and  their  physicians,  d'hey  otherwise 
woidd  have  undergone  open  surgical  biopsy. 
I'he  procedure  was  performed  with  a Mam- 
motest®  stereotactic  device  (prone  patient) 
and  a long-throw  (2.3  cm.)  Biopty®  gun 
using  a 14-gauge  Manan  needle.  A mean  of 
5.0  cores  was  taken  from  each  lesion.  Lesions 
were  mammographieally  categorized  by  sus- 
picion (high,  >60%  chance  of  malignancy; 
intermediate.  25-60%;  low,  <25%)  and 
according  to  lesion  eharaeter  (well- 
defined/smooth  mass,  indistinct  mass,  spieu- 
lated  mass,  asymmetric  density,  and  clustered 
mieroealeifieations  ICM  | ). 

Biopsy  specimens  were  fixed  in  10  percent 
neutral  buffered  formalin,  processed  routine- 
ly, and  stained  with  hematoxylin  and  eosin. 

RESULTS 

Histologic  and  radiographic  findings  were 
correlated  at  the  time  of  biopsy  and  again  ret- 
rospectively, using  follow-up  mammographic 
or  biopsy  data  when  available,  to  ascertain 
sampling  accuracy.  There  was  92  percent  cor- 
relation, with  eight  percent  partial  or  non-eor- 
relation.  Of  the  latter,  five  of  eight  lesions 
represented  CM  not  seen  in  the  histologic 
samples.  In  one  of  these  eases,  however,  cal- 
cifications were  seen  in  a radiograph  of  the 
core  specimens.  The  other  three  were  cysts 
(they  disappeared  immediately  following 
biopsy)  which  had  been  biopsied  secondary 
to  equivocal  pre-biopsy  ultrasound.  No  defi- 
nite cyst  lining  was  identified  within  the  his- 
tologic material,  however,  and  the  eases  were 
therefore  classified  as  partial  correlates  (i.e., 
partial  correlation  was  assigned  to  those  cases 
in  which  evidence  of  lesion  sampling  existed, 
but  the  evidence  was  non-histologie). 

The  97  sampled  lesions  radiographically 
ranged  from  0.4  - 3.5  cm.  in  maximal  dimen- 
sion. Of  these,  72  (74%)  had  been  radio- 
graphically categorized  as  low  suspicion,  10 
( 10%)  as  intermediate,  and  15  ( 16%)  as  high. 


were  CM,  and  five  were  indistinel  masses, 
b'ifleen  infiltrating  carcinomas  were  identi- 
fied, of  which  10  were  mammographieally 
highly  suspicious,  three  were  intermediate, 
and  two  were  low  (Tables  1-3.)  No  in-situ 
carcinomas  were  identified  in  this  series. 

In  eight  cases  ol'  benign  disease  (S%).  open 
surgical  biopsy  was  performed  subsequent  to 
SCBB.  thus  adding  a procedure  to  the  diag- 
nostic protocol  for  these  patients.  As  illustrat- 
ed in  Tables  4 and  5,  these  eases  represented 
a range  of  mammographic  characters  and  cat- 
egories. Six  ol'  the  eight  eases  occurred  dur- 
ing the  first  23  stereotactic  biopsies  at  our 
institution,  suggesting  that  physician  confi- 
dence in  the  procedure  increased  during  the 
trial.  Conversely,  74  women  (76%)  were 
spared  open  surgical  biopsy  by  the  SCBB 
procedure.  Since  all  15  women  with  carcino- 
ma went  to  mastectomy  without  an  interven- 
ing open  biopsy,  SCBB  did  not  add  a diag- 
nostic procedure  for  these  women. 

A simple  analysis  of  standard  charges  for 
open  surgical  biopsy  performed  on  an  outpa- 
tient basis  in  our  region  showed  substantial 
savings  for  the  usual  patient  who  underwent 
SCBB,  and  for  our  series  of  patients,  despite 
the  added  diagnostic  procedure  for  eight 
women  (Figure  1.)  For  instance,  the  charge 
for  an  outpatient  open  surgical  biopsy  with 
needle  localization,  frozen  section,  radio- 
graph of  specimen,  and  five  to  10  paraffin 
blocks  would  be  $3,131.00  to  $3,188.00.  The 
charge  for  SCBB  with  five  passes  and  one 
paraffin  block  would  be  $962.00,  a savings  of 
$2,169.00  to  $2,226.00  (69-70%).  \f one 
assumes  that  all  patients  in  our  study  who 
underwent  SCBB  would  otherwise  have  gone 
to  open  surgical  biopsy,  the  procedure  result- 
ed in  a total  approximate  charge  reduction 
between  $169,7(30.00  and  $190,4()0.00  (59- 
62%),  taking  into  account  the  eight  additional 
diagnostic  procedures. 

In  addition  to  the  previously  described 
diagnoses,  other  diagnoses  by  SCBB  in  our 
series  included  one  reactive  lymph  node,  one 
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Table  1 Risk  Categories  and  Characterizations 


Smooth/ 
Well-de- 
fined Mass 

Indistinct 

Mass 

Spiculated 

Mass 

Clustered 

Microcalci- 

fications 

Asymmetric 

Density 

Unspecified 

Total 

Low 

Suspicion 

25 

31 

5 

7 

2 

2 

7 2 

Intermediate 

Suspicion 

1 

3 

2 

4 

0 

0 

1 0 

High 

Suspicion 

0 

2 

12 

1 

0 

0 

1 5 

Total 

2 6 

3 6 

1 9 

1 2 

2 

2 

9 7 

Table  2 Diagnoses: 

Carcinomas  and  Atypical  Hyperplasias 

Smooth/ 

Well-defined 

Mass 

Indistinct 

Mass 

Spiculated 

Mass 

Clustered 

Microcalci- 

fications 

Asymmetric 

Density 

Unspecified 

Total 

Infiltrating 
Duct  Ca. 

1 

1 

10 

0 

0 

0 

1 2 

Infiltrating 
Lobular  Ca. 

0 

1 

1 

0 

0 

0 

2 

Neuroendo- 
crine Ca. 

0 

1 

0 

0 

0 

0 

1 

ADH 

1 

0 

0 

0 

0 

0 

1 

ALH 

0 

1 

0 

0 

0 

0 

1 

Total 

2 

4 

1 1 

0 

0 

0 

1 7 

Table  3 Diagnoses:  Carcinomas  and  Atypical  Hyperplasias 


Low 

Suspicion 

Intermediate 

Suspicion 

High 

Suspicion 

Total 

Infiltrating  Duct  Ca. 

1 

2 

9 

1 2 

Infiltrating  Lob.  Ca. 

1 

0 

1 

2 

Neuroendocrine  Ca. 

0 

1 

0 

1 

ADH 

1 

0 

0 

1 

ALH 

1 

0 

0 

1 

Total 

4 

3 

1 0 

1 7 
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Figure  1(A)  Well-defined  mass,  generally  a low-risk  lesion.  (B)  Corresponding  fibroadenoma. 


Figure  2 (A)  Indistinct  mass.  Focally,  the  edges  of  the 
case  the  lesion  was  an  intraductal  papilloma. 


intraductal  papilloma,  one  collagenous 
spherulosis,  one  membranous  fat  necrosis, 
and  numerous  cases  of  fibrocystic  change  and 
fibroadenoma.  Complications  included  sever- 
al hematomas  and  fainting  in  one  woman. 
There  were  no  false  positive  or  negative  cases 
among  those  who  had  an  additional  procedure 
or  follow-up. 


lesion  blend  with  surrounding  parenchyma.  (B)  In  this 

CONCLUSIONS 

The  increasingly  abundant  use  of  mammog- 
raphy for  breast  cancer  screening  has  resulted 
in  increased  detection  of  small,  good  progno- 
sis, invasive  cancers.  According  to  Tabar  et 
al.,"  survival  for  tumors  less  than  10  mm. 
approaches  100  percent,  and  their  data  show 
that  for  these  small  tumors,  long-term  sur- 
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Fijjure  3 (A)  Spiciilated  mass,  usually  regarded  as  a high-risk  lesion.  (B)  Corresponding  grade  lll/IIl  apoerine 
earcinoma. 


Figure  4(A)  Asymmetric  density.  (B)  Fibrocystic  change. 


vival  is  good  regardless  of  tumor  grade.  Mod- 
ern screen-film  mammography  can  reliably 
detect  these  very  small  invasive  breast  can- 
cers (particularly  for  women  > 50  years  old), 
but  the  radiographic  features  of  carcinoma  are 
generally  nonspecific,  forcing  radiologists  to 
quantify  suspicion  based  on  individual  lesion 
characteristics  and  recommend  follow-up 
accordingly.  Approximately  two  percent  of 
women  undergoing  mammographic  screening 
are  recommended  for  biopsy,^  but  only 
approximately  10  to  40  percent  of  biopsies  in 
the  United  States  for  mammographic  abnor- 
malities reveal  malignancies.-’^  For  mammog- 
raphy to  be  optimally  reliable  and  cost  effec- 
tive, a positive  biopsy  yield  for  mammo- 
graphically  initiated  biopsies  between  10  and 
30  percent  has  previously  been  considered 
acceptable,^-’  but  physicians,  patients,  and 
third  parties  are  increasingly  concerned  about 
the  number  of  benign  biopsies  performed. 


In  this  study  of  97  women  who  underwent 
SCBB  for  mammographically  suspicious 
nonpalpable  lesions,  74  women  (76%)  were 
spared  from  open  surgical  biopsy.  Among 
these  were  90  percent  of  women  with  lesions 
of  low  mammographic  suspicion  (65  of  72) 
and  36  percent  of  women  with  intermediate 
and  highly  suspicious  lesions  (nine  of  25). 
Fifteen  women  with  carcinoma  went  to  mas- 
tectomy without  an  intervening  biopsy;  there- 
fore, SCBB  did  not  add  a diagnostic  proce- 
dure for  these  women.  Eight  of  the  women  in 
the  study  (8%)  went  to  open  surgical  biopsy 
following  SCBB,  resulting  in  an  added  proce- 
dure in  the  diagnostic/therapeutic  protocol. 
Five  of  these  eight  women  had  lesions  previ- 
ously designated  “low  suspicion'’  by  mam- 
mography. However,  six  of  the  eight  cases 
occurred  during  the  first  23  SCBBs  per- 
formed in  our  institution,  and  we  believe  that 
early  lack  of  confidence  by  clinicians  in  the 
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Fimire  5 (A)  ( liistered  niicrocalcitlcations.  I’hese  were 
material  was  benign,  predominantly  stroma,  v^ith  promi 

new  procedure  factored  into  llie  additional 
open  biopsies,  which  confirmed  the  SCBB 
results. 

There  were  no  false  positive  or  negative 
cases  among  the  SCBB  patients  of  this  series 
who  had  an  additional  procedure  of  follow- 
up. However,  one  false  negative  occurred  in  a 
patient  who  underwent  SCBB  shortly  follow- 
ing this  study.  The  patient  underwent  SCBB 
for  a 1.0  cm.  indistinct  mass.  However,  the 
lesion  became  obscured  during  the  proeedure 
by  hemorrhage,  and  the  radiologist  noted  in 
his  report  that  the  lesion  may  not  have  been 
sampled.  Histology  showed  duct  epithelial 
hyperplasia  without  atypia,  as  well  as  por- 
tions of  a small  muscular  artery.  Her  mammo- 
graphic  abnormality  persisted,  and  seven 
months  later  she  was  found  at  open  surgical 
biopsy  to  have  a 0.9  cm.  diameter  low-grade 
infiltrating  duct  carcinoma  with  extensive 
associated  intraductal  carcinoma. 

An  impressive  but  not  unexpected  finding 
of  this  study  was  the  degree  of  reduced 
charges  for  SCBB  as  compared  to  open  surgi- 
cal biopsy.  Typical  charges  for  an  open  surgi- 
cal procedure  in  our  institution  were  up  to 
$3,188.00,  whereas  the  typical  charge  for 
SCBB  with  five  needle  passes  might  be  as 
low  as  $962.00,  a potential  savings  of  69-70 
percent.  The  cumulative  reduction  of  charge 
for  the  study  patients  remained  notable  after 
taking  into  account  those  patients  for  whom 
SCBB  resulted  in  an  additional  diagnos- 
tic/therapeutic procedure  (59-62  percent  sav- 
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.•  pleomorphic,  ol'  intermediate  suspicion.  (H)  Biopsied 
nent  culciilcations. 

ings  overall). 

Reported  complications  of  SCBB  have 
included  hematomas,  vasovagal  reactions, 
local  cellulitis,  and  minor  oozing  of  blood 
from  the  site  of  needle  insertion.*-  " Compli- 
cations in  our  study  included  only  several 
small  hematomas  and  a vasovagal  reaction  in 
one  patient.  There  were  no  serious  immediate 
complications  for  the  women  in  this  study. 
The  number  of  vasovagal  reactions  can 
apparently  be  reduced  by  using  a dedicated 
stereotactic  unit  that  allows  the  patient  to 
remain  prone  during  the  procedure.'^  like  the 
device  used  for  our  study.  Parker  maintains 
that  “the  breast  is  the  one  area  of  the  body 
where  it  is  virtually  impossible  to  harm  the 
patient  with  a needle  biopsy,  regardless  of  its 
gauge.”'-  He  and  his  colleagues  have  obtained 
as  many  as  15  or  more  biopsy  specimens 
from  one  area  of  the  breast  without  adverse 
effect.  They  also  report  that  in  over  3,765 
cases,  only  six  patients  (0.2%)  developed 
clinically  significant  complications  which 
included  three  hematomas  and  three  infec- 
tions.'^ Other  limitations  of  SCBB  exist,  how- 
ever. For  example,  the  excursion  of  long- 
throw  automated  biopsy  guns  may  be  too 
long  to  avoid  hitting  the  back  plate  of  the 
compression  apparatus  when  biopsying  small 
breasts.^  This  is  generally  not  a serious  com- 
plication. and  many  of  the  stereotactic 
devices  on  the  market  today  warn  the  opera- 
tor prior  to  such  an  occurrence.*  Also,  sam- 
pling of  superficial  lesions  with  SCBB  may 
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require  that  the  needle-throw  start  outside  the 
breast/’  whieh  may  hinder  aeeurate  sampling 
of  a lesion.  Along  the  same  line  of  reasoning, 
making  a small  skin  ineision  prior  to  any 
SCBB  proeedure  inereases  sampling  aeeuraey 
by  minimizing  the  frietion  eneountered  by  the 
needle  as  it  passes  through  the  skin  and  sub- 
eutaneoLis  tissues." 

Youngson  et  al.'’’  have  reeently  reported 
I'inding  displaeed  epithelial  eells  in  31  surgi- 
eal  breast  biopsy  specimens.  29  of  which 
were  retrospectively  determined  to  have 
reeently  been  subjected  to  a needling  proee- 
dure. The  findings  included  displaced  epithe- 
lial fragments,  either  in  the  fibrous  breast 
stroma  or  fat  adjacent  to  or  within  the  needle 
track,  or  in  lymphovascular  channels.  In  one 
case  with  intraductal  carcinoma  at  the  margin 
and  intralymphatie  tumor  emboli,  subsequent 
reexcision  and  axillary  dissection  confirmed 
the  intraductal  nature  of  the  lesion  but 
showed  clusters  of  carcinoma  eells  in  the  sub- 
eapsular  sinuses  in  two  of  10  axillary  nodes. 
Although  the  authors'  implications  are  clear, 
circumspect  interpretation  of  this  data  is  war- 
ranted. The  authors  conclude  that  displace- 
ment of  detached  epithelial  fragments  during 
needling  procedures  is  conceivable  and  that 
perhaps  these  fragments  may  even  travel  to 
lymph  nodes  in  lymphovascular  channels,  but 
the  viability  and  metastatic  potential  of  these 
fragments  remains  unclear. 

In  a multi-institutional  study  involving  a 
consortium  of  20  institutions  using  percuta- 
neous large-core  breast  biopsies  utilizing  ded- 
icated stereotactic  devices  or  high-frequency 
electronically  focused  ultrasound  equipment 
for  needle  guidance,  Parker  et  al.  recently 
reported  their  experience."’  The  study  includ- 
ed 6,152  lesions  sampled  with  core  breast 
biopsy,  and  clinical  or  surgical  follow-up  was 
obtained  for  3,765  lesions.  Among  those  with 
surgical  follow-up.  complete  agreement 
between  core  biopsy  and  surgical  biopsy 
diagnoses  was  achieved  in  1,223  (89%),  par- 
tial agreement  in  125  (9.2%),  and  disagree- 
ment in  15  (1.1%).  The  disagreements  were 
mitigated  by  the  finding  that  eight  of  the  15 


“misses"  oeeurred  in  lesions  characterized  as 
mierocaleifications  without  a mass,  whieh 
generally  represent  cancers  in  the  earliest 
stages,  perhaps  reducing  the  prognostic 
impact  of  an  early  miss.  The  authors  conclude 
that  “percutaneous  large  core  biopsy  is  as 
successful  as  diagnostic  surgical  exeisional 
biopsy  in  the  correct  histologic  diagnosis  of  a 
lesion.”"' 

When  using  large  core  needles  ( I4g)  with  a 
long  excursion  (2.3  cm.).  Liberman  et  al."'’ 
found  that  diagnostic  material  could  be 
obtained  with  a single  pass  in  70  percent  of 
lesions.  With  five  cores,  they  obtained  diag- 
nostic material  in  94  percent  of  lesions 
(including  99  percent  of  mass  lesions  and  87 
percent  of  CM).  For  standard  protocol  they 
suggest  that  a minimum  of  five  cores  be  taken 
from  all  lesions,  and  they  require  additional 
cores  from  CM  if  no  calcifications  are  seen  in 
specimen  radiographs. 

Based  upon  our  own  experience  with  SCBB 
and  the  experience  of  others  reported  in  the 
literature,  SCBB  offers  many  advantages  over 
fine  needle  aspiration  or  open  surgical  biopsy 
for  nonpalpable  lesions.  Since  actual  tissue 
cores  are  obtained  with  the  procedure,  gener- 
al pathologists  without  eytopathologic  exper- 
tise can  more  confidently  interpret  the  results. 
Also,  the  inability  of  cytology  to  diagnose 
invasion,  its  relatively  low  specificity  in 
benign  diagnoses,  and  the  false-negative 
results  associated  with  FNA  can  largely  be 
avoided  with  SCBB.  As  compared  to  open 
surgical  biopsy,  the  minimal  invasiveness, 
paucity  of  clinically  significant  complica- 
tions. and  reduced  cost  of  SCBB  have  already 
been  discussed.  In  addition,  SCBB  generally 
leaves  no  skin  scar  or  persistent  mammo- 
graphic  changes  (“pseudolesions”)  which 
may  hinder  future  mammographic  examina- 
tions.^'"""'* Although  we  agree  that  any  atypia 
on  SCBB  should  be  followed  by  a surgical 
biopsy,*  we  believe  that  SCBB  is  a viable, 
accurate,  cost-effective,  and  minimally  trau- 
matic means  of  investigating  mammographi- 
cally  suspicious  nonpalpable  breast  lesions. 
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Wc  rciiorl  our  experience  wilh  slereolaelie 
core  breast  biopsies  (SCBB)  for  manimo- 
graphically  suspicious,  nonpaliiable  breast 
lesions.  Ninety-seven  patients,  ages  29  to  94 
(mean  57.3  years)  underwent  SCBB  witli  a 
14-gauge  Biopty®  gun.  A mean  ol'  5.0  cores 
was  taken  I'rom  eacli  lesion.  Lesions  were 
inammographieally  eategori/ed  by  suspicion 
(high,  > 60%  ehanee  of  malignancy;  interme- 
diate, 25-60%;  low,  < 25%)  and  according  to 
lesion  character  (well-defined  mass,  indistinct 
mass,  spiculated  mass,  asymmetric  density, 
and  clustered  mierocaleifieations  |CM]). 
Histologic  and  radiographic  findings  were 
correlated  at  the  time  of  biopsy  and  again  ret- 
rospectively, with  92  percent  correlation  and 
eight  percent  partial  or  non-correlation.  Of 
the  latter,  five  of  eight  lesions  represented 
CM  not  seen  in  the  histologic  samples.  Of  the 
97  sampled  lesions,  72  (74%)  had  been  radio- 
graphically categorized  as  low  suspicion,  10 
( 10%)  as  intermediate,  and  15  ( 16%)  as  high. 
The  procedure  saved  74  women  (76%)  from 
open  biopsy  and  added  a diagnostic  proce- 
dure for  eight  women  (8%).  Fifteen  women 
(15%)  went  directly  to  mastectomy;  there- 
fore, the  SCBB  neither  added  nor  saved  a 
procedure  for  patients  with  cancer.  Of  the  72 
lesions  categorized  as  low  suspicion,  65 
(90%)  were  potentially  saved  from  open 
biopsy,  while  nine  of  25  lesions  (36%)  in  the 
intermediate  and  highly  suspicious  groups 
were  potentially  spared  a procedure.  There 
were  no  false  positive  or  negative  cases 
among  those  who  had  an  additional  procedure 
or  follow-up.  The  diagnoses  made  on  SCBB 
included  15  carcinomas,  one  case  each  of 
atypical  ductal  and  atypical  lobular  hyperpla- 
sia, one  reactive  lymph  node,  one  intraductal 
papilloma,  one  collagenous  spherulosis,  one 
membranous  fat  necrosis,  and  numerous 
cases  of  fibrocystic  change  and  fibroadeno- 
ma. In  conclusion,  we  believe  that  this  SCBB 
method  can  be  an  accurate  and  cost-effective 
tool  in  the  management  of  these  lesions.  □ 
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DISCOID  MENISCUS  IN  A FOUR-YEAR-OLD 
CHILD 

RICHARD  S.  MCCAIN,  M.  D.* 


A tbur-year-old  black  female  was  seen  in  the 
office  with  primary  complaints  of  popping 
with  discomfort  in  her  right  knee  for  the  past 
year.  This  was  associated  with  a slight  limp. 
She  denied  fever.  There  was  no  family  history 
of  knee  problems. 

Physical  exam  revealed  repetitive  clunking 
of  the  knee  in  extension.  There  was  popping 
over  the  lateral  joint  line.  Mild  effusion  was 
noted.  Collateral  ligaments  were  stable.  Lach- 
man  and  posterior  drawer  at  90  were  nega- 
tive. Patellar  tendon  and  quadriceps  tendon 
were  nontender.  Patella  glide  was  2+,  patella 
tilt  was  1-f,  and  there  was  no  significant  ten- 
derness in  the  patellofemoral  joint.  X-rays 
including  AP  and  Lateral  of  the  knee  were 
negative.  The  impression  was  rule  out  discoid 
meniscus  and  an  MRI  scan  was  requested. 
The  MRI  report  revealed  normal  medial 
meniscus.  There  was  abnormal  increased  sig- 
nal throughout  the  lateral  meniseus  and  the 
meniscal  tissue  was  thicker  and  more  medial- 
ly located  than  is  the  norm.  No  definite  Grade 
III  tears  were  identified,  but  there  were 
difluse  Grade  II  changes  throughout  the  entire 
lateral  meniscus  (Figure  1 ). 

Arthroscopy  and  mini-arthrotomy  were  per- 
formed under  general  anesthesia  using  small 
2.7  instruments.  Prior  to  propping  and  drap- 
ing but  with  the  patient  asleep,  the  knee  was 
put  through  a range  of  motion,  again  confirm- 
ing subluxation  of  the  discoid  meniscus  on 
near  extension  of  the  knee  producing  an  audi- 
ble clunk  or  pop. 

A tourniquet  was  applied  to  the  knee,  as 
well  as  a surgical  knee  assistant  holder,  and 
the  knee  was  propped  and  draped.  Routine 
arthroscopy  portals  were  made.  The  scope 
was  introduced  through  the  anteromedial  por- 


** Address  correspondence  to  Dr.  McCain  at  1812 
Hampton  St.,  Columbia,  SC  29201. 


Figure  1.  MRI  coronal  view  right  knee  with  discoid 
lateral  meniscus  to  left. 


tal  visualizing  the  lateral  knee  joint.  The  lat- 
eral meniscus  was  probed  throughout  its  ante- 
rior, lateral,  and  posterior  horns  and  found  to 
be  without  tear.  There  was  adequate  attach- 
ment throughout  the  periphery  of  the  menis- 
cus on  both  surfaces  without  defect.  The 
popliteus  tendon  was  identified.  The  lateral 
meniscus  was  discoid  and  did  not  have  the 
typical  half-moon  shaped  appearance.  In 
addition  the  lateral  meniscus  was  much  thick- 
er than  normal.  The  remainder  of  the  joint 
inspection  was  normal  (Figures  2 and  3). 

Using  the  small  joint  arthroscopy  instru- 
ments, a portion  of  the  discoid  meniscus  was 
excised  (Figure  4).  After  this  initial  trimming 
of  the  meniscus,  the  instruments  were 
removed  and  the  knee  was  put  through  a 
range  of  motion  with  persistence  of  the 
clunking.  A mini  lateral  arthrotomy  was  per- 
formed. Kocher  clamps  (small),  and  a dispos- 
able fish-mouth  arthroscopy  blade  were  used 
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Fij»iire  2.  Laser  print  of  discoid  meniscus  in  this 
case. 

r 

L 

Figure  4.  Laser  print  after  partial  arthroscopic 
menisectoniy  in  this  case. 

to  excise  the  central  portion  of  the  discoid 
meniscLis.  The  knee  was  put  through  a range 
of  motion  and  it  was  felt  that  the  clunking 
had  been  eliminated. 

The  wound  was  closed,  patient  was  awak- 
ened from  general  anesthesia,  carried  to  the 
recovery  room  and  discharged  to  follow-up  in 
the  office.  The  patient  experienced  no  further 
clunking,  had  no  demonstrable  symptoms  or 
limp  and  was  overall  improved  from  the  pro- 
cedure. 

TECHNICAL  NOTES 

The  tissue  was  so  thick  that  the  small  instru- 
ments could  not  grasp  both  sides  of  the 
meniscus.  The  joint  was  so  small  that  large 


Figure  3.  Laser  print  of  normal  medial  meniscus  in 
this  case. 


Figure  5.  Schematic  of  normal  lateral  meniscus  with 
abnormal  meniscal  tissue  (shaded  area). 

Standard  arthroscopy  instruments  would  not 
be  tolerated.  In  retrospect,  one  could  have 
used  a banana  disposable  arthroscopy  blade 
to  create  in  effect  a horizontal  tear  through 
the  abnormal  area  and  then  use  a banana 
knife  to  create  multiple  vertical  incisions 
which  would  allow  more  easy  resection  of  the 
meniscus  tissue. 

Bellier,  et  al.,'  studied  19  lateral  discoid 
menisci  in  16  children,  average  age  10  years, 
(five  to  15  years.)  Arthroscopic  menisectoniy 
achieved  excellent  results  in  18  of  19  cases. 
Three  children  had  bilateral  surgery.  The  peri- 
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od  tVom  first  appearance  of  symptoms  until 
treatment  averaged  six  months  (one 
month-two  years). 

Symptoms  included  snapping  or  locking  in 
eight  cases,  locking  with  loss  of  hypcrcxten- 
sion  in  10  cases.  Both  symptoms  were  seen  in 
five  cases.  There  was  lateral  pain  in  15  cases, 
but  nonlocalized  or  medial  (two  cases). 
Quadriceps  atrophy  was  constant,  demon- 
strating the  existence  of  anatomic  pathology. 
Two  eases  of  locking  @ 30  flexion  suggest- 
ing a tear  of  the  meniscus. 

Plain  x-ray  findings  included  12  of  19  nor- 
mal though  the  lateral  tibial  space  was 
enlarged  (lateral  and  inferior  oblique  view)  in 
five  knees.  In  two  cases  the  lateral  tibial  emi- 
nence was  blunted.  Also  seen  is  a “squared” 
lateral  femoral  condyle,  and  “cupped”  lateral 
tibial  plateau. - 

RESULTS 

There  was  a complete  lateral  discoid  menis- 
cus in  14  knees;  five  knees  were  incomplete. 
There  were  two  thickenings  of  the  intermedi- 
ate segment,  two  posterior  megahorns,  one 
anterior  megahorn.  No  Wrisberg  ligament- 
type  menisci  were  found  (lacking  the  normal 
posterior  tibial  attachment,  but  with  a femoral 
attachment  by  a meniscofemoral  ligament).  A 
total  of  12  lateral  discoid  menisci  were  torn 
(eight  complete  and  four  incomplete).  Eight 
tears  were  horizontal  cleavage,  and  four  were 
bucket  handle.  No  medial  pathology  was 
found.  There  were  13  central  partial  menisec- 
tomies  and  one  total  menisectomy  performed 
on  14  complete  lateral  discoid  menisci.  Eive 


incomplete  discoid  menisci  were  treated  by 
partial  menisectomy. 

With  a follow-up  of  three  years,  they  had  1 8 
of  19  cases  with  excellent  results  with  the  dis- 
appearance of  snapping.  Some  snapping 
remained  in  one  child,  providing  evidence  of 
an  incomplete  menisectomy.  No  further  treat- 
ment was  given  since  there  was  no  functional 
discomfort. 

CLASSIFICATION  OF  DISCOID 
MENISCUS 

a;  Complete  disc-shaped  type  with  thinner 
center; 

b:  incomplete  semilunar  type  with  concave 
or  convex  free  edge.  Present  in  this  case 
report; 

c:  hypermobile  type  (Wrisberg)  with  no 
posterior  tibial  attachment. 

FREQUENCY 

In  347  consecutive  scopes  for  meniscal 
lesions,  Dickhaut  and  DeLee  found  18  lateral 
discoid  meniscal  lesions  (5.2%)\  A recent 
French  study  found  bilaterality  in  17  of  84 
children  (20%).'*  □ 
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MEDICAL  HUMANITIES  AND  CLINICAL 
PRACTICE 

NANCY  DEW  TAYLOR.  PH.  D.* 


A pliysician,  tired  and  overworked,  finds  a 
young  eoiiple  witli  a siek  child  in  his  office  at 
the  end  t)f  a long  day.  The  husband  is  that 
maddening  type  of  patient  who  wants  some- 
thing f(.)r  nothing,  who  waits  till  the  last  minute 
to  seek  help  l\)r  the  child,  d’he  physician  is 
thoroughly  exasperated  and  impatient,  even 
abrupt  with  the  family,  attitudes  he  later  regrets 
when,  after  several  encounters,  he  comes  to 
realize  what  lies  behind  their  actions.' 

Called  to  the  home  of  a child  who  has  had  a 
high  fever  for  three  days,  another  physician 
tries  all  his  wiles  on  the  girl,  who  absolutely 
refuses  to  open  her  mouth  for  him  to  look  at 
her  throat.  Finally,  furious  at  the  child's 
refusals  and  fearing  she  may  have  diphtheria, 
he  forces  her  mouth  open.  Later,  recounting 
the  visit,  the  physician  wonders  whether  his 
actions  had  been  an  unnecessary  use  of  force 
brought  about  by  his  rage  and  by  his  belief 
that  he,  the  doctor,  was  the  one  who  knew 
what  was  right  for  the  patient. - 

These  situations  come  from  stories  by 
William  Carlos  Williams,  himself  a physi- 
cian, and  they  are  typical  of  the  kinds  of  liter- 
ary texts  that  are  being  used  to  encourage 
medical  students,  residents,  attending  physi- 
cians. and  other  health  care  workers  to  look  at 
themselves  and  their  patients  in  new  ways. 
Because  they  spend  long  days  attending  con- 
ferences, taking  care  of  large  numbers  of 
patients,  and  filling  out  forms,  and  because  so 
many  other  requests  are  made  of  them,  find- 
ing time  to  read  a short  story  or  a poem  in 
preparation  for  a morning  conference  can 
occasionally  be  burdensome.  Yet  making  time 
to  do  so  can  sometimes  provide  a reminder 
that  others,  too.  fail  to  meet  the  varied  needs 


^Address  correspondence  to  Dr.  Taylor  at  the 
Department  of  Research,  Greenville  Hospital  System. 
7 1 2 Grove  Road.  Greenville,  SC  29605. 


of  patients,  get  tired  and  cranky,  and  become 
emotional  when  a patient  fails  to  respond  to 
treatment  or  dies.  Literature  thus  serves  as  a 
reminder  that  the  reader  is  not  alone  and 
enables  health  care  workers  to  “recognize  the 
power  and  implications  of  what  they  do.”^ 
Since  abttut  1972,  when  humanities  began 
to  be  taught  in  medical  sehttols,^  this  new  spe- 
cially area  has  provoked  discussion  and  argu- 
ments in  medical  circles.  Many  medical 
schools — including  Pennsylvania  State  Uni- 
versity College  of  Medicine.  University  of 
Illinois  at  Chicago  College  of  Medicine.  Uni- 
versity of  Rochester  School  of  Medicine  and 
Dentistry,  Northwestern,  SUNY  at  Stony 
Brook  School  of  Medicine,  the  Medical  Uni- 
versity of  Ohio,  and,  in  the  South.  East  Car- 
olina, University  of  South  Florida.  University 
of  Tennessee,  and  the  Institute  for  the  Medi- 
cal Humanities  at  the  University  of  Texas 
Medical  Branch  in  Galveston — have  pro- 
grams in  medical  humanities.  As  in  these, 
medical  humanities  programs  are  sometimes 
housed  in  the  medical  faculty;  in  other  places 
the  programs  can  be  found  in  the  Division  of 
Medical  Ethics  (Harvard),  Department  of 
Social  Medicine  (University  of  North  Caroli- 
na). or  the  Center  for  Ethics  and  Humanities 
in  the  Fife  Sciences  (Michigan  State  Univer- 
sity College  of  Human  Medicine). 

Professors  and  physicians  in  these  programs 
are  often  members  of  the  Society  for  Health 
and  Human  Values.  This  interdisciplinary 
organization  is  devoted  to  research  and  teach- 
ing in  medical  humanities  and  biomedical 
ethics.  Residents,  clinicians,  medical  stu- 
dents, philosophers,  lawyers,  bioethieists. 
teachers  of  literature  and  medicine,  dentists, 
faculty  in  art  and  visual  studies,  nurses,  pas- 
tors, and  others  interested  in  the  society’s 
work  make  up  the  society's  membership. 
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Long  before  such  societies  and  programs 
were  formally  initiated,  the  field  of  medicine 
recognized  the  contributions  the  humanities 
and  fine  arts  can  bestow.  Lewis  Thomas’s  near- 
perfect essays  written  for  The  New  England 
Journal  of  Medieine  spoke  to  “the  heart  oi 
human  learning  about  meaning,  life,  and 
death’’^  and  retlected  that  Journars  long  history 
of  addressing  humane  issues  through  graceful 
writing.  Great  art  embellishes  the  cover  of 
every  issue  of  The  Journal  of  the  Aineriean 
Medieal  Assoeiation  {JAMA),  and  inside  is  a 
weekly  column  called  Poetry  and  Medicine. 
Annals  of  Internal  Medicine  also  prints  poems; 
in  1994  the  journal  initiated  a new  column 
called  “The  Internist’s  Reading,”  which  the  edi- 
tor hoped  would  “amplify  a physician’s  view  of 
life  beyond  what  he  or  she  can  see  through  a 
single  pair  of  eyes.’”'  Both  JAMA  and  Annals  of 
Internal  Medicine  provide  one  page  per  issue 
for  commentaries  about  the  human  side  of 
medicine,  called,  respectively,  “A  Piece  of  My 
Mind”  and  “On  Being  a Doctor.” 

Programs  in  medical  humanities  follow, 
then,  in  an  established  tradition  in  the  field  of 
medicine,  a tradition  of  commitment  to 
humanistic  endeavor  that  goes  back  to  Hip- 
pocrates. But  many  practitioners  question  the 
validity  of  such  studies  as  part  of  medical 
training.  Recently  I asked  a group  of  physi- 
cians to  read  a piece  by  Richard  Selzer,  the 
surgeon-writer,  in  preparation  for  a confer- 
ence on  treating  AIDS  patients.  Since  both 
AIDS  patients  and  the  physicians  who  treat 
them  often  find  themselves  frustrated  by  the 
physical  and  ethical  turmoil  brought  about  by 
the  disease  and  its  treatment,  I thought  seeing 
how  others  handle  some  of  these  issues  could 
provide  us  with  new  approaches,  new  ideas, 
new  insights.  “But  you  can’t  teach  an  adult  to 
be  humane  or  to  be  ethical,”  one  of  the  physi- 
cians complained.  I assured  him  I had  no 
intention  of  even  trying  to  do  so,  that  the  dis- 
cussion should  illuminate  the  complexity  of 
both  healer’s  and  patient’s  roles  when  the  two 
deal  with  this  disease.  The  article  would,  I 
hoped,  function  “as  a mirror,  fostering 
inwardness  and  self-scrutiny.”* 


Everywhere  these  programs  exist,  teachers 
use  the  humanities,  the  fine  arts,  and  cultural 
studies  to  encourage  medical  students,  nurses, 
residents,  faculty,  allied  health  personnel,  and 
administrators  to  examine  and  learn  from 
their  reactions  to  their  work,  each  other,  and 
to  patients  and  their  families.  Literature  plays 
an  important  role  in  these  programs.  Leaders 
in  this  field  suggest  that 
Evaluating  patients  requires  the  skills  that 
are  exercised  by  the  careful  reader:  to 
respect  language,  to  adopt  alien  points  of 
view,  to  integrate  isolated  phenomena  (be 
they  physical  findings  or  metaphors)  so  that 
they  suggest  meaning,  to  organize  events 
into  a narrative  that  leads  toward  their  con- 
clusion, and  to  understand  one  story  in  the 
context  of  other  stories  by  the  same  teller.’ 
The  visual  arts  and  drama  can  enlighten  in 
much  the  same  way  as  does  reading.  At  the 
University  of  Illinois  at  Chicago  School  of 
Medicine,  for  instance,  a group  of  medical 
students  prepared  a reading  of  a play  about 
Alzheimer’s,  drove  an  hour  and  a half  across 
the  city  to  present  it  to  an  Alzheimer’s  sup- 
port group,  and,  afterward,  listened  to  the 
group’s  reactions.  Riding  back  to  their  school, 
the  students  agreed  their  view  of  patients  suf- 
fering from  Alzheimer’s  as  well  as  their 
understanding  of  the  needs  of  family  mem- 
bers were  changed  forever.  Having  had  the 
experience  of  “becoming”  either  someone 
with  Alzheimer’s  or  a family  member,  they 
believed  they  had  learned  things  a strictly 
medical  lecture  on  Alzheimer’s  might  never 
have  taught  them. 

Scholars  associated  with  medical  humani- 
ties programs  have  realized  that  the  humani- 
ties can  also  be  a conduit  for  the  study  of 
medical  ethics.  Studying  narrative  allows 
medical  personnel  to  put  themselves  in  oth- 
ers’ shoes  and  examine  others’  ethical  per- 
spectives. Recognizing  different  ethical  per- 
spectives usually  leads  to  a rethinking  of  our 
own  positions.  Certainly  understanding  oth- 
ers’ points  of  view  can  provide  insight  into 
our  own  actions  and  attitudes.  A story  like 
William  Carlos  Williams’  “A  Lace  of  Stone,” 
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I’rom  which  llic  liisi  example  at  the  heginning 
of  this  article  is  taken,  provides  insight  into 


ways  in  which  patients  can  aggravate  physi- 
cians and  ways  in  which  jiliysicians  tend  to 
categori/e  those  patients.  Williams’  story, 
“d’he  Use  of  I'orce,”  from  which  the  second 
example  was  taken,  asks  physicians  to  ques- 
tion whether  they  have  a right  to  impose 
treatment  on  all  patients. 

When  literature  and  art  and  history  are  used 
to  generate  discussion,  the  purpose  is  not  to 
impose  one  person’s  beliefs  on  another  hut  to 
jirovide  a safe  place  in  which  difficidt  ques- 
tions related  to  modern  medicine  can  he  dis- 
cussed. We  encourage  each  other  to  try  ver- 
balizing beliefs  we’re  not  even  sure  we  hold. 
In  these  meetings  we  can  speak  our  minds, 
sometimes  hesitantly,  sometimes  vociferously, 
and  help  each  other  consider  which  choices 
might  be  practical  in  the  difficult  medical 
encounters  in  whieh  we  find  ourselves. 

The  diseipline  of  medical  humanities  is 
served  by  several  journals,  among  them  Liter- 
ature amt  Meclicine,  The  Journal  of  Medieal 
Hiuuauities,  and  Medieal  Humanities  Review. 
Articles  about  medical  humanities  issues  are 
appearing  regularly  in  other  medical  journals. 
The  September  1995  issue  oi  Aeademic 
Medicine  takes  for  its  theme  “The  Humanities 
and  Medical  Education.”  It  contains  articles 
on  the  ways  history,  bioethics,  philosophy,  lit- 
erature, religion,  and  law  can  produce  tough- 
minded  thinkers  who  can  effectively  meet  the 
challenges  of  medical  practice.  A recent  arti- 
cle in  Annals  of  Internal  Medicine,  written  by 
physicians  and  professors  from  eight  medical 
centers  and  universities,  discusses  the  contri- 
butions programs  in  literature  and  medicine 
can  make  to  clinical  practice.  The  authors 
find  the  study  of  narratives  useful  in  all  kinds 
of  medical  environments,  for  they  teach 
physicians  “concrete  and  powerful  lessons 
about  the  lives  of  sick  people.”  They  believe 
narrative  knowledge  helps  physicians  “under- 
stand patients’  stories  of  sickness,  thereby 
strengthening  diagnostic  accuracy  and  thera- 
peutic effectiveness  while  deepening  an 
understanding  of  his  or  her  own  personal 


slake  in  medical  practice.”’  .lohn  O’Toole’s 
“fhe  Story  of  bdhics:  Narrative  as  a .Means 
for  Idhical  Understanding  and  Action”  was  a 
winner  in  this  year’s  .lohn  Conley  Competi- 
tion (for  outstanding  essays  on  ethics)  and 
was  published  in  Pulse,  the  medical  student 
section  iA  JAMA.  O’Toole  believes  that  “ fhe 
two  most  profound  aspects  of  ethical  think- 
ing— understanding  relationships  and 
embracing  different  perspectives — are  engen- 
dered by  reading  and  listening  to  stories.’”  In 
another  article,  published  in  The  Pharos, 
William  D.  Noonan  found  his  internship 
made  “surprisingly  and  unambiguously 
beneficent”  in  a program  where  faculty  and 
house  staff  respected  each  other,  paid  atten- 
tion to  their  emotions,  emphasized  ethics,  and 
utilized  the  power  of  the  humanities  to  enter- 
tain and  inform.** 

In  a second  article,  the  young  program  in 
medical  humanities  at  Greenville  Memorial 
Hospital  will  be  discussed.  Like  most  hospi- 
tals, Greenville  Memorial  does  not  hire  some- 
one to  lead  such  a program.  Instead,  people 
with  a variety  of  backgrounds  who  find  them- 
selves interested  in  medical  humanities  con- 
tribute by  leading  or  participating  in  confer- 
ences, grand  rounds,  or  book  discussion 
groups.  We  hope  that  our  experiences  will 
encourage  others  in  South  Carolina  to  enjoy 
the  benefits  and  pleasures  of  such  activ  ities. 
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THE  MEDICAL  HUMANITIES  PROGRAM  AT 
GREENVILLE  MEMORIAL  HOSPITAL 

NANCY  DEW  TAYLOR,  PH,  D.* 


At  Greenville  Memorial  Hospital  (GMH)  the 
medical  humanities  have  been  an  active  part 
of  the  curriculum  for  residents,  medical  stu- 
dents, and  some  faculty  and  attendings  since 
1992  when  Joseph  A.  McAlhany,  Jr..  M.  D.. 
chair  of  the  surgery  residency  program, 
responded  to  an  article  on  the  liberal  arts  in 
surgery  residency  programs  that  I sent  him.' 
He  sent  me  an  article  about  an  ethics  reading 
group  in  a hospital  that  he  had  in  his  files;Hie 
had  hoped  to  develop  a similar  program.  My 
joining  the  hospital  staff  as  a medical  editor 
with  literary  credentials  gave  him  someone  to 
help  implement  it.  Together  we  initiated  a 
monthly  seminar  called  “Ethics  and  Humani- 
ties for  Surgeons.”  In  some  of  these  early 
morning  conferences,  poems  and  short  stories 
are  used  to  start  discussions  about  how  sur- 
geons view  themselves  and  how  patients  see 
them,  how  patients  and  families  are  affected 
by  illness,  and  how  their  needs  might  differ 
from  physicians’  expectations.  A poem  like 
Sylvia  Plath’s  “The  Surgeon  at  2 a.m.”  pro- 
vokes discussion  about  the  discoveries  one 
makes — sometimes  about  the  self,  sometimes 
about  life — while  operating;  it  contains  refer- 
ences to  associates — orderlies.  LPNs,  night 
nurses — often  unnoticed  or  taken  for  granted 
by  the  physician  and  also  contains  a warning 
that  surgeons  should  not  view  themselves  as 
“God-like  fixers.”^ 

In  one  meeting  we  discussed  Dutch  laws 
that  allow  physicians  to  participate  in  physi- 
cian-assisted suicide.  Older  physicians  who 
had  lived  the  prime  of  their  lives  during  the 
Second  World  War  and  its  horrifying  Nazi 
experiments  had  serious  reservations  about 
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physicians'  participation  in  such  actiotis,  see- 
ing them  as  a manipulation  of  the  laws  of 
God  and  as  a violation  of  the  Hippocratic 
Oath  ("First,  do  no  harm”).  Who  would  make 
such  decisions?  Patients  and  physicians? 

Some  of  the  younger  physicians  also  had 
reservations:  Would  we  have  to  leave  such  a 
decision  up  to  a Death  Committee?  The 
debate  grew  loud,  and  one  attending  was  pro- 
voked to  ask  the  leader.  “Well,  would  you  be 
willing  to  serve  on  the  Death  Committee?” 
After  the  leader  voiced  a hesitant  yes,  the 
same  attending  asked  if  anyone  else  present 
would  be  willing.  One  resident  said  if  she 
found  herself  in  a situation  in  which  she 
would  be  vented  for  life,  in  a situation  in 
which  she  could  never  hope  to  improve — 
“Well,”  she  said,  “just  pull  the  plug  on  me — 
please.  So,  yes.  I’d  be  on  it.”  Only  one 
attending  thought  he  could  participate  and 
only  under  quite  specific  circumstances. 

At  the  close  of  the  exchange,  the  group  read 
Sharon  Olds’  poem  “The  Promise. ”■*  in  which 
a husband  and  wife  repeat  their  vow  to  assist 
each  other  in  dying  should  the  need  arise. 
One  participant  felt  that  the  poem  gave  a dif- 
ferent dimension  to  the  whole  discussion, 
bringing  the  issue  home,  making  it  much 
more  personal,  providing  him  with  a new 
understanding  of  how  individuals  (including 
patients)  might  feel  about  the  issue. 

At  another  meeting.  I read  several  passages 
on  “cold”  physicians  from  Reynolds  Price’s  A 
Whole  New  Life,  selections  in  which  Price 
described  being  treated  inhumanely  by  sever- 
al of  his  physicians.''  Instead  of  leading  to  a 
discussion  of  why  some  physicians,  like  some 
people  in  other  professions,  can  on  occasion 
act  inhumanely  and  then  into  a discussion  of 
reasons  why  (feelings  of  helplessness  in  the 
face  of  incurable  disease,  for  example),  the 
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inlercliaiigc  look  a very  dilTereiil  course.  An 
atleiuling  cliallenged  the  leader:  “You  have 
made  rounds  with  us  now  lor  several  inonlhs. 
You  know  us;  you  know  we  are  not  like  that. 
So  why  do  you  still  choose  to  rearl  us  such 
passages  that  describe  inhumane  jiliysieians?” 
Alter  exiilaining  I'd  started  with  the  negative 
and  had  planned  to  move  on  to  the  i^ositive 
portraits,  I answered  his  question  honestly;  “I 
don’t  know.”  1 said.  Fhe  discussion  was  sal- 
vaged by  one  of  the  surgeons  who  had  read 
the  hook;  he  staled  the  last  chapter  was  rare 
in  hooks  about  illness.  In  it.  Price  talks  about 
a patient's  responsibilities  b)r  getting  on  with 
his  life,  his  need  to  help  heal  himsell'. 

A recent  discussion  of  Price’s  work  with  the 
Internal  Medicine  group’s  “Not  Necessarily 
Medicine”  eonferenee  focused  on  completely 
different  aspects  of  the  book.  There,  a physi- 
cian-leader gave  a brief  review  of  Price’s 
ease,  including  the  negative  portraits  of  some 
of  his  physicians.  Then  he  emphasized  the 
helpfulness  of  Price’s  last  chapter,  especially 
the  list  of  three  things  Price  suggests  physi- 
cians can  tell  patients  in  similar  situations. 
We  also  discussed  the  difficulty  physicians 
have  in  dealing  with  patients’  pain,  particu- 
larly when  they  seem  unable  to  relieve  it. 
This  experience  with  internists,  so  different 
from  the  one  with  the  surgeons,  serves  as  an 
excellent  example  of  ways  in  which  the  rich- 
ness of  literature  contributes  to  a variety  of 
subjects  pertinent  to  health  care  workers.  I 
had  also  learned  things:  that  readers  will 
judge  portraits  of  physicians  for  themselves, 
that  the  more  positive  aspects  of  Price’s  book, 
like  those  relating  to  the  course  of  paraplegia, 
should  be  discussed  to  show  how  illness 
affects  the  patient  far  beyond  his  relationship 
with  his  physician. 

In  1992  G.  William  Bates,  M.  D.,  Vice 
President  of  Medical  Education  & Research 
for  the  Greenville  Hospital  System  (GHS), 
agreed  to  the  instigation  of  the  first  GHS 
Annual  Lecture  in  Medical  Ethics  and 
Humanities.  Part  of  his  rationale  was  that  a 
complete  education  for  those  in  health-related 
careers  should  include  a knowledge  of  the 


humanities  and  ethics  as  well  as  a knowledge 
of  the  science  and  iiractice  of  their  medical 
field.  P'errol  Sams,  the  noted  Georgia  physi- 
cian-writer, was  our  first  guest  lecturer.  Dr. 
Sams,  a master  storyteller,  delighted  the  audi- 
ence with  stories  about  his  life  and  work,  pro- 
\iding  a living  example  of  how  a humane 
physician  thinks  and  acts.  In  1992  surgeon- 
writer  Richard  Selzer  was  the  speaker.  The 
excerpts  he  read  from  his  work  prodded  the 
audience  to  think  about  the  variety  and  chal- 
lenges of  the  physician-patient  relationship. 
The  next  morning  he  led  surgical  grand 
rounds,  a discussion  of  his  story.  “Whither 
Thou  Goesl,”'’  which  nn)St  of  us  had  read 
beforehand.  In  the  story,  a wife  whose  hus- 
band’s organs  have  been  “harvested”  strug- 
gles with  the  concept  of  his  living  on  in  the 
lives  of  transplant  recipients.  She  asks  the 
man  who  has  received  his  heart  to  allow  her 
to  visit  him  and  listen  to  her  husband’s  heart 
for  an  hour.  In  our  conference.  Selzer  pointed 
to  individual  physicians  and  demanded. 
“How  do  you  define  death?”  But  the  fictional 
wife’s  and  real  physicians’  views  of  death 
were  not  the  only  ones  Selzer  made  us  think 
about.  He  told  us  that  the  Japanese  people’s 
horror  of  the  concept  of  harvesting  organs  has 
driven  them  close  to  perfecting  a working 
artificial  heart,  an  accomplishment  we  are  far 
from  matching. 

In  May  of  1995  South  Carolina  novelist 
Josephine  Humphreys  spoke  on  “A  Cure  for 
What  Ails  Us:  A Novelist’s  Reflections  on 
Doctoring.”  Humphreys  discussed  ways  in 
which  writing  is  like  the  work  of  doctoring. 
In  particular,  she  emphasized  physicians’  and 
writers’  need  to  see,  really  see,  each  patient 
or  character  as  an  individual  worthy  of  close 
attention.  When  she  realized  page  four  of  her 
speech  was  missing,  Humphreys  pushed  her 
glasses  up  on  her  head  and  simply  talked  to 
the  audience  about  several  passages  in  her 
novels  in  which  medicine,  either  “regular”  or 
alternative,  plays  a role.  Like  Sams  and  Selz- 
er before  her.  she  helped  those  in  medicine 
see  how  it  feels  to  be  a patient  and  helped 
patients  understand  they  too  have  responsibil- 
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ities  in  the  medical  encounter. 

Medical  humanities  have  also  enhanced 
thinking  about  such  issues  through  an  under- 
graduate class  and  a reading  group.  In  the 
winter  quarter  of  1995,  cooperation  between 
GHS  and  Eurman  University  led  to  my  work- 
ing with  Douglas  MacDonald.  Ph.  D..  a pro- 
fessor of  philosophy  who  has  long  taught  a 
medical  ethics  course  and  who  is  a member 
of  the  South  Carolina  Medical  Association’s 
Medical  Ethics  Committee.  Together  we  co- 
taught a class  entitled  “Illness  and  the  Indi- 
vidual: A Human  Experience.”  Students  in 
the  class  were  pre-med  as  well  as  philosophy 
students,  and  they  read  a variety  of  texts 
(Table  1 ) that  led  to  discussions  of  issues  per- 
tinent to  both  medical  humanities  and  medi- 
cal ethics.  Since  I am  trained  in  literature  and 
not  in  philosophy,  the  students  on  occasion 
experienced  profound — and  heated — dis- 
agreements between  the  two  professors, 
exchanges  they  said  they  found  stimulating. 


When  several  health  care  personnel  at 
GMH  learned  about  the  course  and  indicated 
interest  in  taking  it,  they  encouraged  me  to 
initiate  a book  discussion  group  around  texts 
that  had  been  used  in  the  class.  This  diverse 
group  includes  nurses,  continuing  medical 
education  personnel,  physicians,  a statisti- 
cian, an  epidemiologist,  the  head  of  pastoral 
care  at  GHS,  a medical  librarian,  a transcrip- 
tionist,  husbands  and  wives  of  se>me  of  the 
participants,  and  several  retired  physicians. 
This  group  continues  to  have  spirited  discus- 
sions of  a variety  of  texts  (Table  2). 

Our  program  at  GMH  is  still  young,  but  we 
are  immensely  excited  about  its  possibilities 
and  grateful  that  faculty  and  administrators  as 
well  as  individual  employees  are  supporting  a 
variety  of  activities  in  the  medical  humani- 
ties. We  hope  that  providing  a place  in  which 
divergent  views  can  be  discussed  will  enrich 
the  training  of  medical  students  and  young 
physicians.  We  believe  it  has  already  enabled 
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Klass,  Perri.  Other  Women's  Children.  New  York:  Ivy  Books.  1992. 

Walker.  Alice.  Possessing  the  Secret  of  Joy.  New  York:  Pocket  Star  Books.  1993. 

Kaysen.  Susanna.  Girl.  Interrupted.  New  York:  Vintage.  1994. 

Sontag.  Susan.  Illness  as  Metaphor;  AIDS  as  Metaphor.  New  York:  Anchor  Books  (Doubleday).  1990. 

Kushner.  Tony.  Angels  in  America:  A Gay  Fantasia  on  National  Themes;  Part  I:  Millennium  Approaches.  New 
York:  Theatre  Communications  Group.  1993. 

Faulkner.  William.  As  I Lay  Dying.  New  York:  Vintage  International.  1990. 

Ingalls.  Rachael.  Mrs.  Caliban.  New  York:  Dell.  1992. 

Selzer.  Richard.  Raising  the  Dead.  New  York:  Whittle/Viking.  1994. 
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attending  physician.s  and  others  of  us 
involved  in  health  eare  to  enhanee  our  per- 
ception of  patients'  needs  and  that  it  has  led 
to  the  provision  of  even  better  care.  □ 
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MANAGED  CARING  (!)  (?) 

Is  “managed  care”  an  oxymoron?  Consider 
the  following  scenario  related  by  a physician 
from  a state  where  this  form  of  physician 
reimbursement  is  now  tbe  norm: 

A 27-year-old  primagravida  in  her  first 
trimester  w'as  told  that  her  managed  care 
contract  required  that  she  obtain  a new 
obstetrician  whose  office  was  on  the  other 
side  of  town.  At  her  second  visit,  she  was 
told  that  an  ultrasound  examination  was 
indicated  and  that  the  managed  care  con- 
tract would  reimburse  her  only  if  she  went 
to  a designated  radiologist,  located  an 
hour’s  drive  away.  She  elected  to  pay  for 
the  ultrasound  out-of-pocket  at  an  office 
across  the  street  from  her  new  obstetrician. 
Six  weeks  later,  by  which  time  she  was  well 
into  her  second  trimester,  she  was  told  by 
the  obstetrician’s  office  assistant  that  the 
ultrasound  examination  showed  a lethal 
birth  defect  and  that  abortion  was  therefore 
indicated. 

The  patient’s  father,  who  happened  to  be  a 
prominent  physician,  called  the  chief  exec- 
utive officer  of  the  managed  care  insurance 
company  to  complain  about  the  way  his 
daughter  had  been  treated.  The  last  straw, 
he  said,  was  that  the  company’s  designated 
obstetrician  did  not  break  the  bad  news 
himself.  The  insurance  executive  expressed 
his  sympathy,  but  explained  that  to  require 
the  obstetrician  to  place  the  telephone  call 
himself  would  have  been  cost-ineffective. 
The  patient  was  managed  (well,  more  or  less) 
but  it  seems  that  care  was  forgotten  in  the 
name  of  financial  self-interest. 

Caring,  like  Lewis  Can'oll’s  snark,  can  be 
an  elusive  concept  and  it  sometimes  seems 
that  those  physicians  who  talk  the  most  about 
it  are  the  same  ones  who  seldom  if  ever  take 
night  call.  However,  certain  components  of 


caring  are  reasonably  clear.  The  physician 
must  be  present  for  tbe  patient.  The  physician 
must  acknowledge  the  patient,  respect  the 
patient,  listen  to  the  patient,  and  be  willing  to 
engage  the  patient  in  dialogue.'  All  of  this 
takes  a great  deal  of  time. 

It  is  not  my  purpose  to  rail  against  managed 
care  as  a way  to  reduce  costs  and  restore 
emphasis  on  primary  care.  Whether  managed 
care  will  be  even  a partial  answer  to  Ameri- 
can’s perceived  health  care  crisis  will  take 
years  to  determine.  As  individual  physicians, 
there  is  relatively  little  that  we  can  do  about 
the  structuring  of  health  care  financing.  But 
collectively,  we  should  be  extremely  con- 
cerned about  the  impact  of  managed  care  on 
our  professionalism.  There  is  a growing  sus- 
picion that  the  large  insurance  companies 
seek  to  treat  medical  services  like  any  other 
product.  Today’s  lexicon  contains  many 
frightening  terms:  capitated  lives,  product 
lines,  economic  credentialing,  cost-benefit 
ratios,  risk-sharing,  to  name  but  a few. 
Medicine  is  being  treated  as  a technical  ser- 
vice in  which  physicians  are  prized  for  their 
competence  but  not  necessarily  for  their  car- 
ing. 

Let  us  not  forget  the  classic  statement  on 
caring  by  Dr.  Francis  Weld  Peabody  who, 
dying  of  cancer,  lectured  to  Harvard  medical 
students  on  “The  Care  of  the  Patient.” 
Peabody  gained  immortality  with  these 
words: 

The  good  physician  knows  his  patients 
through  and  through,  and  his  knowledge  is 
bought  dearly.  Time,  sympathy,  and  under- 
standing must  be  lavishly  dispensed,  but  the 
reward  is  to  be  found  in  that  personal  bond 
which  forms  the  greatest  satisfaction  in  the 
practice  of  medicine.  One  of  the  essential 
qualities  of  the  clinician  is  interest  in 
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luiiiumily.  lor  llic  sccrcl  ol'  the  care  of  tlie 

patient  is  in  earing  for  the  patient. 

Can  one  he  siieh  a good  physieian  in  a high- 
ly struetured  environment  that  plaees  a premi- 
um (m  time  elTieieney?  Ih'obably  not,  at  least 
not  for  long.  Managetl  eare  has  alreatiy 
brought  a new  syndrome  among  physieians: 
“hassle  hypertension.”'  Physieians’  disability 
insuranee  elaims  inereasingly  relleet  nervous 
and  mental  disorders  attributable  to  the  stress 
of  praetiee.  And  managed  eare  threatens  the 
I'abrie  of  aeademie  medieine.’’  It  seems  likely 
that  no  physieian,  praetiee,  or  institution  is 
entirely  safe  from  the  swath  that  is  already 
being  eut  through  our  health  eare  delivery 
system. 

Is  their  any  basis  for  optimism?  The  answer 
is  yes,  and  one  need  look  no  further  than  this 
issue  of  The  Jounuil.  Dr.  Naney  Dew  Taylor’s 
two  artieles  on  the  humanities  in  the  praetiee 
of  medieine  reinforce  the  notion  that  the  good 
physician  should  be  a broadly-educated  per- 
son sensitive  to  all  of  the  issues  raised  by  our 
common  human  predicament.  For  nearly  two 
milennia,  we  have  embraced  the  essential  role 
of  huiminitas — compassion — in  medical  prac- 
tice.'' And  Dr.  John  Black’s  remembrances  of 
the  qualities  modeled  and  taught  by  his  father. 


the  late  Dr.  Swift  C’.  Black  of  Dillon,  remind 
us  of  our  good  fortune  to  have  been  associat- 
ed with  such  role  models  in  South  Carolina 
medieine  n'able).  But  we  can  be  optimistic 
oidy  to  the  extent  that  we  take  a stand.  We 
must  be  willing  to  defend  our  heritage  as  a 
caring  profession,  even  if  taking  such  a stand 
may  be  detrimental  to  our  own  financial  self- 
interests  in  the  short  run.  We  must  recognize 
that  taking  such  a stand,  both  individually  and 
through  our  organizations,  may  be  our  only 
chance  for  preserving  medicine  as  we  have 
been  fortunate  to  know  it. 

— CSB 
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TABLE:  COMPONENTS  OE  CARING  TAUGHT  AND  MODELED 
BY  THE  LATE  DR.  SWIET  C.  BLACK  OF  DILLON,  SOUTH  CAROLINA* 

1 . Remember  that  the  human  body  can  do  a lot  of  healing  on  its  own. 

2.  Remember  that  most  of  the  time  the  patient  just  wants  a friend  to  trust  his  secrets  ...  his 
needs... his  fears. 

3.  Remember  the  patients  who  cannot  afford  to  pay. 

4.  Take  time  to  listen.  The  patient  will  tell  you  what  is  wrong. 

5.  Never  be  afraid  to  acknowledge  that  you  don’t  know  something. 

6.  Never  forget  the  healing  power  of  faith  in  God. 

7.  Don’t  be  arrogant. 

8.  Tell  the  patient  what  is  really  wrong  with  him  in  plain  language. 

9.  Remember  that  nurses  and  other  medical  personnel  are  your  friends  and  teammates. 

10.  Don’t  forget  to  touch  the  patient. 

*Compiled  by  Dr.  John  G.  Black  and  presented  more  fully  in  a letter-to-the-editor  in  this  issue. 
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JANUARY 


Tuesday  January  3, 1996 

[ftnibia,  SC,  James  F.  Byrnes  Center  for  Geriatric 
>(!idicine,  Education  and  Research 
^loping  a Research  Program 
I'NSOR:  Byrnes  Center 
JITACT:  Jo  Ann  Watts,  (803)  734-0812 
yULTY:  Germaine  Odenheimer,  MD 
CREDITS:  1 Hour,  AM  A Category  1 

'9nesday  January  10, 1996 

4>mbia,  SC,  James  F.  Byrnes  Center  for  Geriatric 

Sldicine,  Education  and  Research 

'•ewt/vc  Geriatrics 

^||!nSOR:  Byrnes  Center 

:|TACT:  Jo  Ann  Watts,  (803)  734-0812 

'.luLTY:  Sue  Scally,  PhD 

CREDITS:  1 Hour,  AM  A Category  1 

dday — Friday  January  22-26, 1996 

[tlmbia,  SC,  Richland  Mlemorial  CCTR  6th  Floor 
dlissroom 

'i^ary  Training  in  Hyperbaric  Medicine 
^^VSOR:  use  School  of  Medicine 
^CRIPTION:  A comprehensive  introduction  to  the 
of  hyperbaric  oxygen  therapy  in  current  medical 
Dpictice. 

itiE  OF  AUDIENCE:  Physicians,  respiratory  thera- 
3||s,  technologists,  and  nurses  involved  in  hyperbaric 
Dli'gen  therapy. 

r^TACT:  Susan  Pearson,  (803)  434-4211 
$650,  $500,  $375 

'tjlULTY:  Dick  Clarke  and  Robert  L.  Bartlett,  MD 
MI;  CREDITS:  40  Hours,  AM  A Category  1 

) 

^estiesday  January  24, 1996 

ohmbia,  SC,  James  F.  Byrnes  Center  for  Geriatric 
Mdicine,  Education  and  Research 
n%ety  in  the  Elderly 
^(?4SOR:  Byrnes  Center 


CONTACT:  Jo  Ann  Watts,  (803)  734-0812 
FACULTY:  Sally  Weinrich,  PhD 
CME  CREDITS:  1 Hour,  AMA  Category  1 

FEBRUARY 


Wednesday  February  7, 1996 

Columbia,  SC,  James  F.  Byrnes  Center  for  Geriatric 
Medicine,  Education  and  Research 
Research  Conference 
SPONSOR:  Byrnes  Center 
CONTACT:  Jo  Ann  Watts,  (803)  734-0812 
FACULTY:  Germaine  Odenheimer,  MD 
CME  CREDITS:  1 Hour,  AMA  Category  1 

Saturday  February  10, 1996 

Charleston,  SC,  MUSC 

Alcoholism  and  Substance  Abuse  Treatment:  An  Update 

SPONSOR:  Medical  University  of  SC 

CONTACT:  Karen  Stewart,  (803)  792-0068 

PROGRAM  FEE:  TBA 

FACULTY:  Guest  Faculty  and  Local  Faculty 

CME  CREDITS:  TBA  Hours,  AMA  Category  1 

Wednesday  February  14, 1996 

Columbia,  SC,  James  F.  Byrnes  Center  for  Geriatric 
Medicine,  Education  and  Research 
Treatment  of  Bipolar  Disease 
SPONSOR:  Byrnes  Center 
CONTACT:  Jo  Ann  Watts,  (803)  734-0812 
FACULTY:  Robert  N.  Milling,  MD 
CME  CREDITS:  1 Hour,  AMA  Category  1 

Saturday  February  17, 1996 

Greenwood,  SC,  Nisbet  Education  Center,  Self 
Memorial  Hospital 

6th  Annual  Update  in  Addiction  Medicine 
SPONSOR:  Recovery  Center  at  Self  Memorial  Hospital 
TYPE  OF  AUDIENCE:  Practicing  physicians 
BRIEF  DESCRIPTION:  Update  in  current  addiction  top- 
ics, including  identification,  intervention,  and  pharma- 


cologic  management  issues. 

TYPE  OF  AUDIENCE:  Primary  care  physicians 
CONTACT:  Randy  Cain.  MD,  (864)  227-5000 
PROGRAM  FEE:  $50 

FACULTY:  Jim  Finch,  MD;  Ted  Clark,  MD;  Hunter 
Woodall,  MD;  and  Robert  Malcolm,  MD 
CME  CREDIT:  5.75  Hours,  AMA  Category  1 and  5.75 
AAFP  Prescribed  Hours 

Monday — Saturday  February  19-24, 1996 

Augusta,  GA 

31st  Annual  Primary  Care  & Family  Practice  Symposium 
SPONSOR:  School  of  Medicine,  Medical  College  of  GA 
CONTACT:  Katrinka  Akeson,  (706)  721-3967  or  1-800- 
221-6437 

CME  CREDITS:  52  Hours,  AMA  Category  1 

Friday  February  23, 1996 

Charleston,  SC,  MUSC 

Federal  & State  Controlled  Substance  Acts  Conference 

SPONSOR:  Medical  University  of  SC 

TYPE  OF  AUDIENCE:  Practicing  physicians 

CONTACT:  Pam  Missroon,  (803)  792-4071 

PROGRAM  FEE:  TEA 

FACULTY:  Guest  Faculty  and  Local  Faculty 

CME  CREDITS:  TEA  Hours,  AMA  Category  1 

Friday  February  24, 1996 

Columbia,  SC,  Embassy  Suites 

Liver  Disease  & Transplant  Symposium 

SPONSOR:  Medical  University  of  SC 

TYPE  OF  AUDIENCE:  Practicing  physicians 

CONTACT:  Pam  Missroon,  (803)  792-4071 

PROGRAM  FEE:  TEA 

FACULTY:  Guest  Faculty  and  Local  Faculty 

CME  CREDITS:  TEA  Hours,  AMA  Category  1 


Medicine,  Education  and  Research  ! 

Articles  That  Utilize  Life  table  Analyses 
SPONSOR:  Eymes  Center  1 1 

CONTACT:  JoAnn  Watts,  (803)  734-08 12  ^ C 

FACULTY:  Carlton  A.  Homung,  PhD,  MPH 
CME  CREDITS:  1 Hour,  AMA  Category  1 j C 

:s 

MARCH  C 

|e 

Friday — Saturday  March  1-2, 1996  |C 

Augusta,  GA  , 

Flexible  Fiberoptic  Sigmoidoscopy  ! T 

SPONSOR:  School  of  Medicine,  Medical  College  of  GAi  C 
CONTACT:  Katrinka  Akeson,  (706)  721-3967  or  1-800- 
221-6437 


CME  CREDITS:  14  Hours,  AMA  Category  1 SI 


Saturday — Sunday  March  2-3, 1996 

New  Orleans,  LA,  The  Royal  Sonesta  Hotel 
Violence:  Implications  for  Clinical  Practice 
SPONSOR:  American  Psychiatric  Association 
CONTACT:  Maria  Gorrick,  (202)  682-6145 
PROGRAM  FEE:  $225  APA  member,  $275  Non-memh 
physician,  $250  Non-physician  professionals,  $150 
Residents  and  Fellows 

CME  CREDITS:  14  Hours,  AMA  Category  1 
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Sunday — Tuesday  March  3-5, 1996  i BF 

Charleston,  SC,  Omni  Hotel  j ll 

Sixth  Charleston  Pulmonary  & Critical  Care  Symposiwl  n 
SPONSOR:  Medical  University  of  SC  I si 

TYPE  OF  AUDIENCE:  Pulmonologists  and  internists  ! T\ 
CONTACT:  Pat  Missroon,  (803)  792-407 1 j CC 

PROGRAM  FEE:  TEA  j PR 

FACULTY:  Guest  faculty  and  local  faculty  : FA 

CME  CREDITS:  TEA  Hour,  AMA  Category  1 j CA 


Monday — Friday  Feb.  26-March  1, 1996 

Columbia,  SC,  Richland  Memorial  CCTR  6th  Floor 
Classroom 

Primary  Training  in  Hyperbaric  Medicine 
SPONSOR:  use  School  of  Medicine 
DESCRIPTION:  A comprehensive  introduction  to  the 
role  of  hyperbaric  oxygen  therapy  in  current  medical 
practice. 

TYPE  OF  AUDIENCE:  Physicians,  respiratory  thera- 
pists, technologists,  and  nurses  involved  in  hyperbaric 
oxygen  therapy. 

CONTACT:  Susan  Pearson,  (803)  434-4211 
FEE:  $650,  $500,  $375 

FACULTY:  Dick  Clarke  and  Robert  L.  Eartlett,  MD 
CME  CREDITS:  40  Hours,  AMA  Category  1 

Wednesday  February  28, 1996 

Columbia,  SC,  James  F.  Byrnes  Center  for  Geriatric 


Wednesday  March  6, 1996  ! Th 

Columbia,  SC,  James  F.  Byrnes  Center  for  Geriatric  i Cli 
Medicine,  Education  and  Research  i £ij 

Research  Conference  I Dis 

SPONSOR:  Eymes  Center  ' SP( 

CONTACT:  JoAnn  Watts,  (803)  734-08 12  I CO 

FACULTY:  Germaine  Odenheimer,  MD  ; CM 

CME  CREDITS:  1 Hour,  AMA  Category  1 


Thursday  March  7, 1996 

Columbia,  SC,  Richland  Memorial  Hospital 
Hospital  Ethics 

SPONSOR:  use  School  of  Medicine 
DESCRIPTION:  Ethics  Committee  educational  prograi 
for  RMH  Ethics  Committee  and  a few  invited  guests. 
TYPE  OF  AUDIENCE:  Members  hospital  Ethics  Committa 
CONTACT:  Susan  Pearson,  (803)  434-42 1 1 
FACULTY:  Steinert  Spicker,  MD  and  George  Agich,  M 
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CME  CREDITS:  6 Hours,  AMA  Category  1 

Wednesday  March  13, 1996 

Columbia,  SC,  James  F.  Byrnes  Center  for  Geriatric 
Medicine,  Education  and  Research 
Grand  Rounds 
SPONSOR:  Byrnes  Center 
CONTACT:  JoAnn  Watts,  (803)  734-0812 
FACULTY:  Lynn  Hacked,  MD 
CME  CREDITS:  1 Hour,  AMA  Category  1 

Thursday — Friday  March  14-15, 1996 

Charleston,  SC,  College  of  Charleston  Conference 
Center 

Annual  GI  Conference 

SPONSOR:  Medical  University  of  SC 

TYPE  OF  AUDIENCE:  Gastroenterologists  and  internists 

CONTACT:  Rita  Oden,  (803)  792-6865 

PROGRAM  FEE:  TBA 

FACULTY:  Guest  faculty  and  local  faculty 

CME  CREDITS:  TBA  Hour,  AMA  Category  1 

Thursday — Saturday  March  14-16, 1996 

Columbia,  SC,  Richland  Memorial  Hospital,  Mitchell 
Auditorium 

Advanced  Training  in  Hyperbaric  Medicine 
SPONSOR:  use  School  of  Medicine 
BRIEF  DESCRIPTION:  Three-day  didactic  program  on 
thermal  bums,  brown  recluse  bits,  hyperbaric  oxygen  and 
radiotherapy,  skin  flaps/grafts,  hyperbaric  medicine  in 
surgical  infections. 

TYPE  OF  AUDIENCE:  Consulting  hyperbaric  physicians 
CONTACT:  Susan  Pearson,  (803)  434-4211 
PROGRAM  FEE:  $495/395 

FACULTY:  Dick  Qark,  Robert  L.  Bartlett,  MD  and  others 
CME  CREDITS:  18.5  Hours,  AMA  Category'  1 

Thursday — Saturday  March  14-16, 1996 

Charleston,  SC,  Charleston  Place 
Eighth  Charleston  Symposium  on  Congenital  Heart 
Disease 

SPONSOR:  American  Academy  of  Cardiology 
CONTACT:  Registration  Secretary,  1-800-257-4739 
CME  CREDITS:  14.5  Hours,  AMA  Category  1 

Monday — Ttiesday  March  17-19, 1996 

Charleston,  SC,  Mills  House  Hotel 

Radiology  for  the  Primary  Care  Physician 

SPONSOR:  Medical  University  of  SC 

TYPE  OF  AUDIENCE:  Family  physicians  and  internists 

CONTACT:  Qydie  deBmx,  (803)  792-4267 

PROGRAM  FEE:  TBA 

FACULTY:  Guest  faculty  and  local  faculty 

CME  CREDITS:  TBA  Hour,  AMA  Category  1 


Thursday — Sunday  March  21-24, 1996 

Augusta,  GA 

Organ  & Tissue  Procurement  & Transplantation:  An 
Advanced  Course 

SPONSOR:  School  of  Medicine,  Medical  College  of  GA 
CONTACT:  Katrinka  Akeson,  (706)  721-3967  or  1-800- 
221-6437 

CME  CREDITS:  14  Hours,  AMA  Category  1 

Friday — Saturday  March  22-23, 1996 

Augusta,  GA 

Ophthalmology  Resident-- Alumni 
SPONSOR:  School  of  Medicine,  Medical  College  of  GA 
CONTACT:  Katrinka  Akeson,*(706)  721-3967  or  1-800- 
221-6437 

CME  CREDITS:  10  Hours,  AMA  Category  1 

Wednesday  March  27, 1996 

Columbia,  SC,  James  F.  Byrnes  Center  for  Geriatric 
Medicine,  Education  and  Research 
Feeding  & Instage  Dementia 
SPONSOR:  Byrnes  Center 
CONTACT:  JoAnn  Watts,  (803)  734-0812 
FACULTY:  Kathy  Hogan,  NP;  Eula  Boyleston;  and  C. 
David  Johnson,  MD 

CME  CREDITS:  1 Hour,  AMA  Category  1 

Thursday — Friday  March  28-29, 1996 

Charleston,  SC,  Francis  Marion  Hotel 
Bridge  Run  Sports  Medicine  Conference 
SPONSOR:  Medical  University  of  SC 
TYPE  OF  AUDIENCE:  Practicing  physicians,  internists, 
and  orthopedic  surgeons 
CONTACT:  Pam  Missroon,  (803)  792-4071 
PROGRAM  FEE:  TBA 
FACULTY:  Guest  Faculty  and  Local  Faculty 
CME  CREDITS:  TBA  Hours,  AMA  Category  1 

Thursday — Friday  March  28-29, 1996 

Charleston,  SC,  Francis  Marion  Hotel 
Ophthalmology  Update 
SPONSOR:  Medical  University  of  SC 
TYPE  OF  AUDIENCE:  Practicing  physicians,  internists, 
and  orthopedic  surgeons 
CONTACT:  Maddie  Manuel,  (803)  792-2760 
PROGRAM  FEE:  TBA 
FACULTY:  Guest  Faculty  and  Local  Faculty 
CME  CREDITS:  TBA  Hours,  AMA  Category  1 

Friday — Saturday  March  29-30  1996 

Columbia,  SC,  Embassy  Suites 

18th  Annual  Carolina  Cup  Pediatric  Symposium 

SPONSOR:  use  School  of  Medicine 

BRIEF  DESCRIPTION:  Annual  symposium  to  provide 


attendees  with  recent  clinical  advances  in  care  of  pedi- 
atric patients. 

TYPE  OF  AUDIENCE:  Pediatricians  and  family  practi- 
tioners 

CONTACT:  Susan  Pearson,  (803)  434-4211 
PROGRAM  FEE:  $135 
FACULTY:  USCSC  and  invited  faculty 
CME  CREDITS:  8 Hours,  AMA  Category  1 

Friday — Saturday  March  29-30  1996 

Columbia,  SC,  Embassy  Suites 
Primary  Care  Forum 
SPONSOR:  use  School  of  Medicine 
BRIEF  DESCRIPTION:  Annual  symposium  targeted  to 
primary  care  physicians. 

TYPE  OF  AUDIENCE:  Pediatricians  and  family  practi- 


tioners 

CONTACT:  Susan  Pearson,  (803)  434-4211 
PROGRAM  FEE:  TBA 

FACULTY:  USCSM/RMH  staff  and  invited  faculty 
CME  CREDITS:  8 Hours,  AMA  Category  1 

Sunday — Wednesday  March  31-Aprill,  1996 

Charleston,  SC,Omni  Hotel 

Azaleas,  Dogwoods  & Obstetrical  Controversies 

SPONSOR:  Medical  University  of  SC 

TYPE  OF  AUDIENCE:  Obstetricians  and  gynecologists 

CONTACT:  Odessa  Ussery,  (803)  792-4071 

PROGRAM  FEE:  TBA 

FACULTY:  Guest  faculty  and  local  faculty 

CME  CREDITS:  TBA  Hour,  AMA  Category  1 


CME  COMMITTEE 

James  L.  Haynes,  MD,  CHAIRMAN,  2 Richland  Medical  Park,  Suite  402,  Columbia  29203 
Stoney  A.  Abercrombie,  MD,VICE  CHAIRMAN,  160  Academy  Avenue,  Greenwood  29646 
Marion  C.  Anderson,  MD,  MUSC,  171  Ashley  Avenue,  Charleston  29425 
Charles  M.  Collins,  MD,  204  E.  Cheves  Street,  Florence  29506 
Sami  B.  Elhassani,  MD,  100  Willow  Lane,  Spartanburg  29307-1343 
Roger  A.  Gaddy,  MD,  RO.  Box  29,  Winnsboro  29180 
David  H.  Lamb,  MD,  169-C  Medical  Circle,  West  Columbia  29169 
William  Mills,  MD,  1400  Highway  544,  Conway  29526 
Terry  A.  Payton,  MD,  105  Wexhurst  Road,  Columbia  29212 
Lucius  Pressley,  Jr.,  MD,  RO.  Box  202,  Columbia  29202 
William  M.  Simpson,  Jr.,  MD,  171  Ashley  Avenue,  Charleston  29425 
Spence  Taylor,  MD,  GHS,  701  Grove  Road,  Greenville  29605 


Letters  to  tlje  Editor 


Tl}e  following  memories  were  shored  at  the  funeral  of  Swift  C.  Black.  M.  /).,  oti  October  2, 
1995  by  his  son,  John  G.  Black.  M.  1)..  of  Lexington,  SC: 


We  are  here  today  to  honor  and  remember  my 
father.  We  all  have  speeial  memories  of  him 
that  we  will  eherish  in  futnie  years.  1 was 
Uieky  to  have  him  as  a role  model  as  1 grew 
up.  fie  imprinted  qualities  of  eharaeter  that 
run  deep  into  my  fiber. . .things  like  honesty, 
patienee,  humility,  love  for  one's  fellow  man. 
pride  in  a job  well  done,  and  a sense  of  ehari- 
ty  or  giving  to  others. 

He  taught  me  many  praetieal  or  handy  hits 
of  knowledge  that  1 ean  sum  up  with  one 
statement;  Don't  give  up  trying  to  fix  some- 
thing until  you  have  used  a eoat  hanger  and  a 
pair  of  pliers. 

But.  I was  also  fortunate  to  have  a teaeher 
or  mentor  who  taught  me  how  to  be  a better 
physieian.  He  didn't  waste  time  teaehing  me 
the  book  faets — he  counted  on  me  to  learn 
this  information.  What  he  did  was  to  polish  a 
rough  stone.  See  if  these  comments  sound 
like  Dr.  Swift  Black  because  these  concepts 
carried  over  into  his  non-medical  life  as  well. 
Here  are  just  a few: 

1 . Remember  that  the  human  body  can  do  a 
lot  of  healing  on  its  own.  Don't  get  in  the 
way  too  much  as  a physician.  And  don't 
prescribe  too  many  medicines. 

2.  Most  of  the  time,  a patient  just  wants  a 
friend  to  trust  with  his  secrets. ..his 
needs... his  fears.  Don't  get  into  so  much 
of  a hurry  that  you  forget  to  build  a rela- 
tionship. 

3.  Remember  the  patients  who  can't  afford 
to  pay.  They  may  be  there  in  their  best 
Sunday  clothes,  but  they  need  a little 
help... and  they  need  to  keep  their  pride. 

4.  If  you  just  listen,  the  patient  will  tell  you 
what  is  wrong  with  him.  Take  time  to  lis- 
ten. 

5.  Never  be  afraid  that  you  don’t  know 
something.  Feel  free  to  look  it  up  or  to 


refer  the  patient  to  someone  who  does 
know  the  answer. 

6.  Never  forget  the  healing  power  of  faith  in 
God.  The  physieian  just  has  some  of  the 
knowledge  and  he  needs  the  higher 
power  of  God  and  the  patient's  faith  in 
God  to  succeed. 

7.  Don't  be  arrogant.  It  is  easy  to  start  feel- 
ing that  you  are  more  powerful  than  you 
really  arc. 

8.  Tell  the  patient  what  is  really  wrong  with 
him  and  don't  use  those  fancy  doctor 
words.  Many  patients  are  afraid  to  talk 
openly  in  a doctor's  office  because  they 
might  look  dumb.  Take  the  time  to  make 
sure  that  the  patient  understands  his  ill- 
ness. 

9.  Nurses  and  other  medical  personnel  are 
your  friends  and  teammates — not  some- 
one to  yell  at  or  to  blame  when  things 
don't  go  just  right. 

And,  he  reminded  me  of  this  one  two  weeks 
ago  while  he  himself  was  a patient  at  Lexing- 
ton Medical  Center. 

10.  Don't  forget  to  touch  the  patient.  It  is  so 
important  to  communicate  through  touch. 
The  patient  needs  that  physical  touch  by 
the  physician. 

If  any  of  you  were  fortunate  to  pick  up 
some  of  Dad’s  practical  knowledge,  then  put 
it  to  use.  And,  remember  where  you  learned 
it.  And,  pass  it  on  to  others.  Dad  has  left  this 
earth,  but  his  goodness  and  practicality  live 
on  in  us  all. 

I recently  became  aware  of  this  verse  of 
scripture  from  Paul’s  letters.  Paul  understood 
the  iniluenee  of  one's  thoughts  on  one’s  left, 
in  that  what  a person  allows  to  occupy  his 
mind  will  sooner  or  later  determine  his 
speech  and  his  action.  This  reading  is  from 
Philippians  4:8-9.  See  if  this  reminds  you  of 
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Dad... 

“I'iiially,  hrolhcTs,  whatever  is  true,  wliatev- 
er  is  noble,  whatever  is  right,  whatever  is 
|■)llre,  whatever  is  lovely,  whatever  is 
admirable—  if  anything  is  exeellent  or  praise- 
worthy— think  about  sneh  things.  Whatever 


yon  have  learned  or  reeeived  or  heard  from 
me.  or  seen  in  me — put  it  into  praetiee.  And 
the  God  of  jieaee  will  be  with  you.” 

.lohn  G.  Blaek.  M.  D. 

134  Ease  MedieuI  Lane 
West  Columbia,  SC'  29169 


PHYSICIAN  RECOGNITION  AWARDS 

riie  following  SCMA  physieians  are  reeent  reeipients  of  the  AMA's  Physieian  Reeognition 
Aw'ard.  This  award  is  offieial  doeumentation  of  Continuing  Medieal  Edueation  hours  earned. 

Larry  D.  Bartel.  M.  D. 

Lisa  H.  Bryant.  M.  D. 

David  R.  Chapman.  M.  D. 

Steven  M.  Cremer,  M.  D. 

Daniel  E.  DeCamps,  M.  D. 

Nguyen  N.  Giep,  M.  D. 

Malvern  C.  Holland.  M.  D. 

Ralph  E.  Lattimore.  M.  D. 

Robert  E.  Mitehell.  M.  D. 

Jennings  G.  Pressly,  M.  D. 

Thomas  M.  Priee,  M.  D. 

Eugene  E.  Smith.  M.  D. 

Riehard  E.  Townsend,  M.  D. 

Leo  L.  Walker,  M.  D. 

Allan  M.  Weldon,  M.  D. 

Samuel  E.  Wood,  M.  D. 
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Oh  wc  Coz>en 


WILHELM  CONRAD  ROENTGEN 
1845-1923 


On  December  28.  1895.  there  appeared  in 
tlic  journal  of  the  Wurtzburg  Physical  Medi- 
cal Society  a paper  that  would  forever  change 
the  course  of  medical  history.  Dr.  Roentgen,  a 
professor  of  physics  at  the  University  of 
Wurtzburg,  had  discovered  a previously 
unknown  ray  that  could  penetrate  human 
tlesh!  Because  of  the  relative  ease  in  produc- 
ing these  rays,  the  discovery  spread  rapidly, 
not  only  in  the  scientific  community,  but 
among  entrepreneurs  as  well.  Roentgen 
refused  to  patent  any  part  of  his  discovery 
and  spurned  all  commercial  offers.  In  fact, 
after  a few  months  of  working  with  the  rays, 
he  focused  his  attention  on  other  phenomena 
of  physics. 

Meanwhile,  the  world  was  agog.  Studios 
were  set  up  offering  “bone  portraits”  which 
some  proper  ladies  avoided  for  modesty’s 
sake.  Sideshows  and  magicians  used  x-rays  to 
guess  what  was  in  women’s  purses.  Lead 
underwear  was  designed  in  case  one  was 
caught  unawares  by  “those  naughty  Roentgen 
Rays.”  And  many,  including  Thomas  Edison, 
looked  forward  to  the  day  when  each  home 


would  have  its  own  x-ray  so  that  medical 
diagnoses  could  be  made  without  a trip  to  the 
doctor. 

By  the  year  following  their  discovery,  x- 
rays  were  being  used  to  irradiate  skin  cancers 
with  remarkable  results.  They  were  tried 
briefly  to  diagnose  pregnancy,  but  this  was 
abandoned  because  of  the  poor  quality  of  the 
“picture  of  the  baby.”  The  most  immediate 
usefulness  was  in  the  fields  of  orthopedics 
and  gunshot  wounds,  eliminating  the  painful 
manipulations  and  probings  of  earlier  days. 

The  first  known  medical  use  in  South  Car- 
olina was  on  April  2.  1897,  when  a patient 
suffering  from  a bullet  wound  was  taken  to 
Porter  Military  Academy  to  the  lab  of  Charles 
J.  Colcock.  Professor  of  Physics,  where  the 
recently  acquired  x-ray  equipment  made  the 
bullet  clearly  visible  in  the  chest. 

Dr.  Roentgen  died  on  February  10,  1923. 
“The  whole  German  nation  mourns  at  the  bier 
of  its  great  son.” 

Betty  Newsom 

The  Waring  Historical  Library 
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Because  jiliysieians  arc  dedicated  to  lielping  others,  tliey  are  often  reluctant  to  ask  I'or  help 
themselves.  i)r  even  admit  to  themselves  that  they  could  use  some  help  from  others.  Doctors  have 
been  made  to  feel  that  they  must  have  all  the  answers  and  be  able  to  solve  all  problems,  b're- 
quently.  this  lopsided  thinking  spills  over  on  to  the  “medical  family”  as  well.  Yet.  helping  cuts 
both  ways!  All  people  and  all  families  experience  difficulties  from  time  to  time.  In  fact,  working 
in  the  medical  profession  involves  hazards  and  pitfalls  in  addition  to  the  usual  array  of  problems 
experienced  by  other  families. 

Keenly  aware  that  medical  families  have  some  unique  problems,  and  that  physicians’  families 
are  often  reluctant  to  ask  for  help,  the  Physicians’  Family  Support  Committee,  a special  commit- 
tee of  the  SCMA  Alliance,  stands  ready  to  provide  peer  support  in  a comfortable,  confidential 
and  easily  accessible  way.  One  confidential  phone  call  to  Cathy  Boland  at  SCMA  Headquarters 
( 1-800-327- 1 021,  ext.  232)  can  put  any  SC  physician  or  his/her  spouse  in  touch  with  someone 
who  can  help  or  someone  who  can  just  listen.  There  is  no  reason  for  anyone  to  struggle  with  a 
problem  alone. 

The  Physicians'  Family  Support  Committee  offers  direct  contact  with  SCMA  members  and 
their  families  by  sending  notes  of  congratulation  for  such  occasions  as  passing  “the  boards,” 
birthdays  and  new  arrivals,  or  notes  of  sympathy  and  support  in  cases  of  illness,  accident  or  loss 
of  a loved  one.  If  you  know  of  a person  or  family  needing  a message  of  this  sort,  please  contact 
Derinda  Connor  at  132  Governors  Creek  Drive.  Orangeburg,  291 15  (803-531-8500). 

Another  major  focus  of  the  committee  is  providing  support  for  the  families  of  impaired  physi- 
cians. The  impairment  may  be  due  to  alcoholism,  drug  addiction,  mental  illness,  aging  and  senili- 
ty, abuse,  grief,  long-term  illness,  a malpractice  suit  or  marital/family  problems. 

The  widespread,  but  often  “hidden”  or  unspoken,  problem  of  chemical  dependence  can  seem 
insurmountable  to  an  individual  doctor  or  his/her  family.  It  becomes  a very  manageable  thing 
with  help  from  the  SCMA  Physicians  Advocacy  and  Assistance  Committee.  The  PAAC  can 
advise  and  assist  the  physician  in  matters  related  to  treatment,  licensure,  malpractice,  finances, 
legal  issues,  job  and  practice,  and  all  aspects  of  recovery.  The  alliance  “sister”  group,  the  Physi- 
cians' Family  Support  Committee,  works  very  closely  with  the  PAAC  to  provide  the  needed  sup- 
port and  assistance  for  the  impaired  physician’s  family. 

The  program  is  coordinated  by  Kaye  Borgstedt  and  Barbara  Clark.  Speakers  are  available  for 
alliance  or  medical  society  meetings  to  share  personal  experiences,  especially  the  positive  aspects 
of  recovery  and  the  opportunities  for  personal  growth. 

For  additional  information  regarding  the  SCMAA  Physicians’  Family  Support  Committee, 
please  contact  Cathy  Boland  at  the  SCMA  at  1-800-327-1021,  ext.  232,  Barbara  Clark  in  Clem- 
son  at  1-803-654-5680,  or  Kaye  Borgstedt  at  1-803-534-2585.  Sometimes  just  a brief  inquiry  can 
be  a helpful  first  step. 

Derinda  Connor.  Chairperson 

Kaye  Borgstedt  and  Barbara  Clark.  Co-Chairs 
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Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


^^Matters  of  Interest 
to  South  Carolina 
Physicians. 


WHY  DO  YOU  GO  TO  WORK? 


Why  do  you  get  up  and  go  to  work 
each  morning?  Is  it  because  you  just 
love  what  you’re  doing  or  because  you 
need  at  least  some  of  the  income  to 
support  yourself  and  your  family? 

If  you  need  at  least  some  of  the  income, 
how  much  of  it  do  you  need?  Would 
you  need  less  if  you  became  disabled? 
Our  experience  shows  that  while 
income  decreases  during  a disability, 
outgo  increases. 

If  you  need  at  least  some  of  your 
income,  prudent  risk  management 
dictates  that  you  insure  that  income.  If 
you  want  to  insure  it  with  a policy  that 
has  a guaranteed  premium,  you  may 
only  have  a short  time  to  do  so. 

Which  contract  would  you  rather  have 
with  the  insurance  company?  One  that 


says  “we  guarantee  that  this  premium 
will  not  change  prior  to  age  65”  or 
one  that  says  “this  is  your  current 
premium  but  we  reserve  the  right  to 
increase  it.  ” 

We  are  witnessing  the  demise  of  the 
individual  non-cancelable  disability 

policy.  This  is  the  policy  form  that 
guarantees  that  the  company  can  never 
change  the  premium.  It  is  also  the 
policy  form  with  the  best  definitions. 

Only  a few  companies  issue  non- 
cancelable  policies  today;  soon  there 
will  be  even  fewer.  The  products  that 
will  replace  the  non-cancelable  policies 
are  starting  to  appear.  We  have 
examined  them  and  can  state 

unequivocally  that  they  are  not  as  good! 


Actual  claims  experience  on  disability 
policies  has  been  much  worse  than 
priced  for.  Companies  are  not  able  to 
adjust  premiums  on  non-cancelable 
policies  but  in  the  future  will  be  able  to 
do  so  on  new  policies  with  adjustable 
premiums.  You  can  review  the  increase 
on  your  health  insurance  premiums  to 
get  a feel  for  what  will  happen  to 
disability  premiums. 

For  the  time  being,  SCMA  Members  are 
eligible  for  a 25%  premium  discount  on 


a non-cancelable  policy  with  the  highest 
quality  definitions.  Quite  frankly,  we 
don’t  know  how  long  this  product  will  be 
available  but  think  it’s  very  limited.  If 
you  would  like  to  receive  information 
about  this  product,  please  return  the 
enclosed  response.  Time  is  of  the 
essence. 

Views  expressed  herein  are  those  of  the  authors 
only  and  in  no  way  represent  the  SCMA.  We  do 
not  give  tax  advice.  Only  your  attorney  and 
accountant  are  qualified  to  do  so. 


MAIL  RESPONSE  TO:  Carolina  Physicians  Advisory  Service 

Post  Office  Box  688 
Columbia,  SC  29202-0688 


Name  Specialty 

Address  City  Zip 

Have  you  used  tobacco  in  the  past  12  months?  YES NO 

DOB SEX MONTHLY  BENEFIT  DESIRED  $ 


Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax  advice.  Only 
your  attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Carolina  Medical  Community. 
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Cj  1 V E THE  e'.  1 E T THAT  GIVES  T W U E 


i^hr  up  a lift'  rhis  holklay  season.  Give  rhe  ^itr  that  pives  rwiee  - 
a pitt  to  “Liphts  tor  I lospiee”.  With  a $ 1 0 or  more  donation  your  pift 
will  li^hr  one  liyht  on  the  Baptist  Medical  Center  ero.sswalk  in 
“laonor  of’  or  “in  memory”  ot  that  someone  spei  ial.  What  <i 
meaninptul  way  to  honor  loved  ones,  trieni.ls  or  assoeiates  ani.1  helj'' 
others  in  need  ot  hospice  care.  Because  no  one  is  i.lenied  hospice 
care  due  to  inahility  to  pay,  on'^oinp  tinancial  support  trom  the 
community  helps  to  ensure  this  propram  will  he  available  to  all. 


Eunds  raised  throuph  “Liphts  tor  Hospice”  will  he  used  to  support  hospice  patient  care  proprams, 
(amtrihutions  will  he  accepted  throuph  Hecemher  H. 


Etonations  may  be  mailei.1  to: 


HOSPICE 


Baptist  Medical  Center  Foundation 
I\)st  CVfice  Box  I 1 W4 


Columbia,  South  Ciarolm.i  2921  1 


^^HQ§PICE 

1 HomeCare  Resources 

An  affiliate  of  Bi^tist  Healthcare 
System  of  South  (Carolina 


iTYi>i?i>TirxTr^i?  *TTfir  cTrirof 

-1  t eJCv  >3  Jl  JCi<  i\E^l  /\  JI^  t 1 


SPARTANBURG,  SOUTH  CAROLINA 

EMERGENCY  MEDICINE  OPPORTUNITY 

Spartanburg  is  located  in  the  northwestern  corner  of  South  Carolina,  less  than  one  hour  away  from  the 
Blue  Ridge  Mountains  and  just  hours  to  the  sunny  beaches  of  the  state. 

Full-time  Emergency  Medicine  opportunity.  226-bed  facility,  23,000  annual  patient  visits  in  the 
Emergency  Department  with  physician  double  coverage.  Candidates  should  be  Board  Certified  in  a 
Primary  Care  Specialty  or  Board  Eligible/Board  Certified  in  Emergency  Medicine  with  significant 

Emergency  Medicine  experience. 

Excellent  compensation  package  including: 

* Paid  Malpractice  with  extended  coverage 
Discounted  disability  coverage  (30%  off  premiums) 

* Continuing  Medical  Education  (tuition  at  no  charge) 

NO  RESTRICTIVE  COVENANTS  in  contract  agreements 

Please  contact  Jim  Rousos  at  800-874-4053 

We  look  forward  to  hearing  from  you! 
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You  are  invited  to  review  our  Medical 
Office  Manager ...  a system  for  the  21st 
Century 

Take  time  to  compare  the  FMS  advantage  and  support 
services  to  your  current  system  and  service  fees. 


Fox  Meadows  Software,  Ltd. 

Medical  Office  Specialist 
Year  2000  ready 
On  site  training  and  support 
Networks  for  DOS  and  Windows 
Freedom  to  choose  your  own  hardware 
Chart  Notes  that  use  Templates  for  fast  entry 
Interfaces  with  other  Window  and  DOS  products 
Unlimited  Medical,  Statistical  and  Financial  Reporting 
Create  specialty  Databases,  Entry  Screens  and  Reports 
Electronic  claims  & Statements,  Appointment  Scheduler,  Imaging 
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LIMITED 


FMS  is  more  than  a traditional  billing  system.  Physicians  and  nurses  will  find  the 
medical  information  captured  and  the  accessibility  of  this  information  invaluable  for 
managing  the  office  today  and  into  the  21st  century. 

Fox  Meadows  Software,  LTD,  2 West  Wessex  Way,  Blythewood,  S.C.  29016 

For  additional  information  please  call  (803)  754-4290. 


